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DIABETIC ULCERATIONS OF THE THROAT.* 
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NEW YORK. 


Although in a disease like diabetes one might expect to 
find ulceration in almost any part of the body, it wags a 
great surprise to mein looking for literature on this subject 
not to be able to find mention of one single case, not even 
in Seifert’s excellent article on ulcerations of the larynx 
(Heymann’s Handbuch der Laryngologie, etc). So it 
seems to me that these cases must be extremely rare. 

The first case that came under my treatment was not 
correctly diagnosticated; first, because the patient did not 
tell me he was suffering from diabetes; and secondly, be- 
cause I had never heard of diabetic ulcerations in the 
throat. As tuberculosis and syphilis could be excluded, I 
regarded the ulcerations as doubtful. I heard that he was 
suffering from diabetes only shortly before his death, with- 
out, however, attributing any importance to this fact. 

When I saw the next case, the family physician told me 
that the patient was suffering from diabetes, and at once 
the question entered my mind whether these ulcerations 
might not be of diabetic origin. As I could not find any 
other cause for these ulcerations, I had to regard them as 
diabetic. 


*Read before the New York Medical Union November 28, 1899. 
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Before entering into details I wish to state that it is my 
impression that there exist two different forms, viz: those 
of a malignant, and those of a benign character. 

a. The malignant ulcerations of the throat of a diabetic 
origin, do not seem to yield to any treatment. Difficulty 
in swallowing increases constantly, and the patient dies in 
dreadful pain. It is natural that the exitus letalis is has- 
tened by the lack of nourishment, due to dysphagia. 

CasE I.—Mrs. N., 49 years of age; has suffered from di- 
abetes for 9 years. Her throat commenced to trouble her 
about 6 months ago, when she thought she caught a cold. 
Soon she noticed pain in swallowing, which has constantly 
been growing worse. At present it is so bad that she can 
swallow only with great difficulty. Leaving out the other 
details of her case which present nothing unusual, I will 
say that on inspection the pharynx showed the following: 
There was a broad ulceration commencing on the left side 
of the uvula, involving this only slightly, but extending 
for about an inch down towards the pillars. Besides, one 
could plainly distinguish another smaller ulcer involving 
the anterior part of the left tensil and the anterior pillar. 
Both ulcerations seemed to have originated from infiltra- 
tions, and showed somewhat elevated edges with ulcerative 
deepening at the centre. The whole picture impressed me 
as tuberculous. But there were absolutely no signs of this 
disease to be found elsewhere. 

The lungs were normal, no bacilliin the sputum, nor were 
any to be found in the secretions taken repeatedly from the 
ulcerations. Nevertheless, these were curetted by me and 
treated with the much lauded lactic acid. The result was 
entirely negative. The patient had such pain after this 
‘* operation ”’ that she could not sleep for the two following 
nights. She went from bad to worse, consulted many phy- 
sicians and I only saw her twice more, a few days before 
her death; i. e.. about five weeks after her first visit. An- 
other ulcer had developed on the right side, and the first 
ones had become larger and much deeper. She diedof in- 
anition. 

CasE II.—Mrs. P. M., 59 yearsof age; has been married 
twice. Had a child with the first husband which died at 
ten months, of pneumonia, and two years later an abortion, 
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which came on ‘‘in consequence of fright.’’ Her physi- 
cian, Dr. O., knew both husbands and is positive that they 
never had any specific disease, nor could any such symp- 
toms ever be found on Mrs. M. Dr. O. discovered about 
two years ago that Mrs. M. was suffering from diabetes, 
and for three weeks previous to her coming tome, she had 
been suffering from dysphagia. On inspection one could 
readily see an extensive ulceration on the left side of the 
tongue extending over its edges, and corresponding to this, 
an ulceron the mucosa of the cheek. The teeth of the pa- 
tient were in good condition. No tubercle bacilli were in 
the sputum nor on the ulcers, no glandular swellings, nor 
any signs of syphilis or tuberculosis. Here, too, I applied 
lactic acid with no result whatever. A mildgargle andthe 
application of cocain were about the only measures that 
gave her any relief. I saw her in consultation every few 
weeks and could notice that her, condition was getting 
worse, the ulcerations growing deeper and larger, and 
finally new ones springing up on the epiglottis. She died 
about five months after I saw her first. 


The next cases seem to justify me in classifying them 


among 

b. The benign ulcerations of diabetic origin. 

CasE III.—On May 7, 1899, I was called, as a last resort, 
to Mr. Wm. P., a merchant seventy years of age. Dr. 
Burgheim, the attending physician, told me that since he 
had known Mr. P.,i. e., four years, he had been suffering 
from diabetes. For about two weeks he had complained of 
sore throat and dysphagia. He formerly had sore throat 
occasionally, but it improved rapidly asa rule. Now, how- 
ever, it was getting worse constantly. When I saw him it 
was so bad that for three days he had been unable to 
swallow a morsel of food, not even milk. The patient was 
a tall, stout man, and so weak that he could not hold his 
tongue out. On examination, which was extremely diffi- 
cult as Dr. B. had to hold the patient’s tongue and the pa- 
tient’s head shaking constantly (tremor senilis), I found 
the whole larynx, as far as I could see, changed to a mass 
ofulcerations. There was a deep ugly looking ulcer on the 
laryngeal surface of the epiglottis, extending down as far 
as one could see, and the interarytenoid space was also 
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ulcerated. Besides, there was agood deal of mucus in the 
larynx and trachea, which the patient was unable to re- 
move. When I remarked thatit was necessary to treat him 
locally, his children thought it cruel to bother a dying man 
with treatment, but, nevertheless, consented. I at once 
made my first application of orthoform, a procedure which 
took me about three-quarters of an hour. _ I wish to state, 
right here, that I attribute the most excellent and gratify- 
ing result in this case to this thorough treatment, which I 
continued for about four weeks daily, and to the use of or- 
thoform. I cannot lay too much stress on two points; 
first, the ulceration must be clear, i. e., free from all débris 
and mucus so that when orthoform is applied, it is able to 
reach the nerve ends quickly, and thus be effective; sec- 
ond, the drug must remain on the ulcer untill itis absorbed. 
If a paroxysm of coughing sets in, naturally all the medi- 
cine is coughed up again and we have no effect from it. I, 
therefore, proceed in the following manner: 

First, the throatis cleaned out with any indifferent spray. 
If the patient is as helpless as Mr. P. I generally swab the 
larynx out so as to get a clear view of the ulcer. Then the 
larynx is anesthetised thoroughly withcocain. After this 
is effected, I inject at intervals, as much of a syringeful of 
my orthoform emulsion as the patient can bear. Some- 
times I commence with a quarter of a syringeful, equal to 
about ten grains of the solution or even less, and gradually 
give more. If we inject too much, or at too short an inter- 
val, the fluid runs down the trachea and a coughing spell 
results. I use menthol in the above emulsion from 2% to 
10%; formerly I used only 10%, but found that in the be- 
ginning it is often too irritating. 

My formula now is therefore: 

Menthol - 2.0 10.0 
Ol. amygdal. dulce. - - 30.0 
Vitelli ovi - about 25.0 
Orthoform - - - 12.5 
Aqua. dest. q. s. ad. 100.0 
Ft. Emulsio. 
S. Shake well before using. 
This preparation is somewhat weaker than that previously 
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in use, but it seems to me that nevertheless more orthoform 

is absorbed than from the other mixtures. I have had the 
best results with it, and would recommend it highly in this 
form. Occasionally, however, a very marked burning oc- 
curs after the injection of this mixture (I employ an ordi- 
nary laryngeal syringe), but this subsides after a few min- 
utes and gives place to a feeling of euphoria. 

These last remarks I made* some time ago and I can 
only repeat them here, in fact the effect of orthoform in 
this case was the most remarkable I have ever seen. 

It was gratifying to me to see last summer that the above 
emulsion is being used in many clinics abroad, but since 
several prominent laryngologists abroad apply the emul- 
sion on cotton, like lactic acid, which I do not consider cor- 
rect at all, 1 have explained my procedure here more ex- 
plicitly. 

To return to our patient, Mr. P., he came to my office 
daily from May 7th to June 12th, when I left for Europe. 
By that time this extremely weak man had grown so strong 
that he could come to my office all alone, the ulcerations 
having healed entirely. I saw him again September 14th, 
when he complained about some “‘ thickness ”’ in the throat. 
He had felt well all summer until within a week, but even 
now he could swallow food easily. The laryngeal ulcera- 
tions were well cicatrized. In the pharynx there were su- 
perficial erosions on both sides of the uvula down to the 
tonsils. The whole soft palate looked somewhat edema- 
tous. All these symptoms disappeared within a few days 
and Mr. P. feels perfectly well now. He never had any 
internal medication. 

CasE IV.—This case was a physician, and I record it 
only from memory. The colleague, astrong, healthy man, 
39 years of age, had gone through a follicular amygdali- 
tis—not diphtheria—and three days later felt pain in the 
same place again. I found an outspoken ulceration of the 
tonsil. It was not examined for tubercle bacilli, as the 
doctor did not care to have it done, and it disappeared un- 
der mild treatment within six or ten days. Two weeks la- 


*W. Freudenthal: ‘‘ The Treatment of Dysphagia and Cough, 
especially in Tubereulosis.’? The Philadelphia Med. Jour., March 
25, 1899. 
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ter the doctor was examined for life insurance and to our 
great surprise was rejected on account of diabetes. This 
diabetes was of a very mild form, disappeared within half 
a year not to return since, a period of nine years. He 
never had any signs of syphilis or tuberculosis, and is per- 
fectly healthy and strong. 

CASE V.—Mrs. G. S., of Yonkers, 41 years old, had 
four children which all healthy. the 
last few years she has had ‘neuralgia’ in 
the back. Her feet are swollen and she _ is very 
nervous. Three days ago her throat became sore and 
she thought she would suffocate. She feels now ‘as if some- 
thing were “‘lying on the left windpipe.’’ I found an ir- 
regular ulceration on the left arytenoid cartilage, besides 
a slight laryngitis and bronchitis. As all these symptoms 
seemed to me suspicious, I told Mrs. S. to bring her urine 
next time, when I found outspoken diabetes. The exami- 
nation of the sputum was negative regarding tubercle bac- 
illi. I have not seen the patient again. 

In looking over these cases I think I am justified in 
drawing the distinction between benign and malignant ul- 
cerations, although I have to admit that without orthoform 
Case III might also have run a malignarit course, for he 
was surely very near his end when I saw him. Case IV, 
however was of such a mild nature that I am sure it would 
have recovered under any treatment. 

In a disease like diabetes where we find trophic dis- 
turbances of the tissues all over the body, it is not surpris- 
ing that we should also meet with ulcerations of the throat; 
yet I was unable to find any report of them whatsoever. 
They do not seem to have any special form or shape and 
look on first inspection at times like tuberculous, and again 
like syphilitic ulcers; nor is there any special place of pre- 
dilection for them. 

While we know that tuberculosis of the lungs is a fre- 
quent complication of diabetes, only *Loeri has seen two 
cases with tuberculous ulceration (infiltration) of the larynx 
—but no case of pure diabetic ulceration without tubercu- 
losis has been reported. 


*E. Loeri: ‘*‘ Veranderungen des Rachens und Kehlkopfes, ete.”’ 
Stuttgart, 1885. 
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Dr. tJoal saw pharyngitis sicca frequently connected 
with diabetes. I see a great many cases of pharyngitis 
sicca during the year but cannot remember one single in- 
stance that a patient had diabetes at thesame time. Ido 
not doubt that it occurs among these patients, but surely 
not oftener than with other people. 


tJoal: ‘‘De l’angine séche et sa valeur sémélologique dans la 
glycosurie et l’albuminurie.’? Revue mensuelle de Laryngologie, 
ete. p. 161, 1882. 
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SURGICAL AND PATHOLOGIC FEATURES OF TU- 
BERCULOSIS OF THE ESOPHAGUS WITH 
REPORTS OF TWO AUTOPSIES 
WITH TWO PLATES. 


By WILLARD BarRTLetTT, A. M. M. D.., 
ST. LOUIS, MO.. 


PROFESSOR OF PATHOLOGIC ANATOMY IN THE MARION H. SIMS COL- 
LEGE OF MEDICINE. 


The fact that Dr. Hans Schmaus (1) fails to treat tuber- 
culosis of the esophagus in his work on pathologic anat- 
omy may be taken as tacit evidence that he considers it 
uncommon. Green (2) dismisses the subject of tubercular 
inflammations of the esophagus with the statement that 


they ‘‘are very rare.’’ In Kaufmann’s (3) text-book is 
found a mere mention of tuberculous ulcers in this situa- 
tion. 


‘‘Tuberculosis of the esophagus,’’ says Stengel (4) ‘‘is 
extremely rare, and most frequently results from extension 
of tuberculous adenitis of the bronchial glands.’”’ He 
takes no notice of the various lesions which are possible in 
this connection. Orth (5) makes the statement in his ‘‘Di- 
agnostik”’ that infectious granulomata in the esophagus 
are rare, though such of syphilitic and tubercular nature 
have been observed. 

In an inaugural dissertation delivered at Munich in 1895 
Hasselmann (6) could collect the reports of only 16 cases 
from the literature of the preceding 16 years. He himself 
had observed one case of tuberculous ulceration of the es- 
ophagus. 

Glockner (7) described, in 1896, a case in which the 
only lesions were in the muscles, all other component 
structures of this tube being free from such affection. His 
observation teaches us nothing of a new disease nor of an 
unknown lesion; it is interesting simply on account of the 
location of the tubercle. 

The above is sufficient to warrant at least two conclu- 


| 
> 


SURGICAL AND PATHOLOGIC FEATURES OF TUBERCULOSIS. 301 


sions: (1) that tubercular affections of the esophagus are 
exceedingly uncommon, (2) that the authors who treat tu- 
berculosis as an entity and dismiss the subject without even 
a mention of the esophageal lesions, fail to present a com- 
prehensive view of the subject. 

These lesions are: 1. The tubercle itself, 2, the ulcer, 3, 
the fistula, 4, the diffuse round-celled infiltration observed 
in any or all the structures in the neighborhood of one of 
the three first mentioned abnormalities. 

One or more of the tunicae of the esophagus may become 
infected with tvbercle bacilliin the following ways: 

I. The sputum, as mentioned by Prof. Orth (5), is not 
unecmmonly swallowed by those affected by phthisis pul- 
monalis. 

II. Primary tuberculosis of the digestive apparatus is 
set up as a result of eating or drinking something contam- 
inated with the specific bacterium; Ziegler (8) and other 
writers refer to milk as the most common vehicle in such 
cases. 

III. As an example of this disease’s spread _ to the eso- 
phagus ‘‘by continuity of tissue’’ it is only necessary to 
quote Orth (5) as authority for its occurence after a tu- 
berculous ulceration in the pharynx. 

IV. A similar affection of this tube might occur as part 
of a general miliary tuberculosis and be properly speaking, 
‘*hemetogenic.”’ 

V. I find nowhere a record of this disease in the eso- 
phagus being ‘‘lymphogenic”’ in character, still the possi- 
bility cannot be denied, for Gray (9) holds thatthe lymph- 
atic channels from the esophagus communicate with those 
from the lungs, and the lungs, through the medium of these 
lymphatics, are commonly infected after tuberculous 
lymphadenitis in the nodes which Tillaux (10) describes 
as surrounding the bronchia like rings. 

VI. Progress of the disease to the esophagus by ‘‘con- 
tiguity of tissue”’ is illustrated by the contents of softened 
peri-bronchial lymph nodes breaking into the lumen of 
this viscus. 

A description of two specimens which affords multiple 
illustrations of the sixth etiologic possibility may not be 
devoid of interest in this connection. 


a 
| 
, 


302 SURGICAL AND PATHOLOGIC FEATURES OF TUBERCULOSIS. 


I will for the sake of brevity include here only such 
nutes of the two autopsies as are needful toa complete un- 
derstanding of the cases. 


I. The body was that of a large negro of 30 in a state 
of fairly good nutrition. Enlarged and softened lymph- 
atic nodes in supra-clavicular regions. Slight edema on 
lower extremeties. Floating 9th and 10th ribs on both 
sides. Total splanchnoptosis. Large amount of sero-pu- 
rulent fluid in left plural sack, plura thickly covered with 
a layer of fairly adherent fibrin. Complete atelectasis of 
lower left lobe. Obliteration of right pleural cavity through 
fibrous adhesions. Several ounces of sero-fibrinous fluid 
in pericardial sack, pericardium in great part covered with 
an eruption of granulamata mostly larger than the size 
termed miliary. 


Lungs inflated but somewhat oedematous, a few healed 
scars at apex. 


The spleen and a supernumerary spleen, of the size of a 
walnut, thickly studded with cheesy masses varying in size 
from a buckshot to acherry. Slight evidences of amyloid 
degeneration in the cortices. 


Liver, kidney and small intestines studded with gray 
nodules, miliary in size; enlarged cheezy lymph nodes in 
the region of the parta hepatis and root of mesentery. 


. Very few ulcerations in the lower part of the ileum, va- 
rying from a split pea to a dime in size. 


The esophagus, the object of chief interest in the cases, 
presented no less than five fistulous openings in its ante- 
rior wall, the same possessing lumina varying in size from 
a goose-quill to alarge lead pencil and leading into cavities 
within as many different peribronchial and posterior me- 
diastinal lymphatic nodes. 

In photograph No. 1 is seen the organ from within, the . 
probes marking the location and general course of four of 
the fistulae just mentioned. Surounding the five open- 
ings referred to and completely covering the middle half 
of the mucous surface were countless ulcers varying in 
size from asmall split pea toa dime. Their edges were el- 
evated and hard, their bases clean. 
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Along the margins of the area thus described were a 
large number of small gray caseous nodules. 

Judging from the very apparent age of the different les- 
ions and from the fact that the patient had been rapidly 
declining for a few months only, I make a diagnosis of 
chronic lymphatic tuberculosis with tuberculous pleuritis 
and a secondary general miliary tuberculosis. 

The esophagus seems to me to deserve in this case es- 
pecial mention, (1) because the seat of a rare affection, 
(2) because of the great amount of esophageal tissue in- 
volved, and (3) because it presents all three manifesta- 
tions, the tubercle, the ulcer and the fistula, this last lesion 
being responsible for the appearance of the other two, and 
itself present in such remarkable multiplicity. 


II. The body is that of a tall negro of fair bony frame, 
greatly emaciated, cut muscles of a grayish red color and 
dry. Between anterior surface of liver and diaphragm 
are firm fibrous adhesions imbedded in which are caseous 
masses. 

Liver extends one inch below free border of ribs. Se- 
rosa covering small intestines dotted here and there with 
flakes of fibrin and a large number of gray nodules vary- 
ing in size from a pin head to a No. 4 shot. 

- On the right side above are five retrosternal lymph 
nodes, each of them corresponding in size to an almond 
and all containing caseous material. Lungs do not quite 
approximate each other, but are not retracted. 

Both pleurae are the seats of fibrous and extensive ad- 
hesions, firmest over the apices. No abnormal contents 
on either side. Pericardium presents a few circumscribed 
fibrous patches; fluid contents slightly increased. Heart 
presents no abnormalities. 

In the posterior mediastinum are many lymph nodes 
varying in size from a hazelnut to a walnut, the same 
showing on section caseous patches, those surrounding the 
bifurcation of the trachea being anthracocised. 


The aorta shows a few limited areas in which the intima 
cells have undergone fatty metamorphosis. 


Lungs on section present certain well defined patches of 
a deep red color and firm consistence, plainly hepatized; 
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also others of a yellow color in which caseation is evident. 
They are somewhat edematous. 


Spleen is firmly adherent to diaphragm and at the hilus 
are a number of lymph nodes about the size of a hazelnut, 
the same undergoing retrograde metamorphosis. The 
capsule is thickened, the organ is somewhat large; its 
consistence soft, the pulp hyperplastic and scattered 
through it are a few well defined caseous patches, in size 
comparable to a split pea. The kidneys present nothing 
unusual. 


Liver is seen from without to be thickly studded with 
gray nodules of various sizes. From without ason cut sec- 
tion the organ presents a finely granular surface, and in 
the porta hepatis lie a large number of nodes about the 
size of hickory nuts, many of them being caseous. Stom- 
ach is distended. Mucous membrane is clouded and 
marked by numerous small hemorrhages and covered by 
a thick viscid mucous. Small intestine and large intestine 
are free from microscopic lesions. 


The mesentery lymphatic nodes are uniformly large, in 
size between a buckshot and a hickory nut, and most of 
them caseous. At the root of the mesentery lies a mass 
as large as the two fists of aman, consisting of numerous 
lymph nodes in all stagesof caseation and softening, while . 
upon it rests the head of the pancreas which is thus con- 
siderably displaced toward the front. 

The esophagus which is here represented by photograph 
No. 2, presents on its anterior wall but one fistulous open- 
ing. From this a sinus leads upward and forward toa 
softened caseous lymph node situated just behind the bi- 
furcation of the trachea. In the picture a probe is seen, 
one portion of it being within the esophagus, whose wall it 
pierces to become visible once more between the two halves 
of the above mentioned node, this latter lying just to the 
right of the esophageal border. This organ was abso- 
lutely free from further lesions, with the exception of four 
small superficial ulcers in the immediate vicinity of the 
fistulous opening. 


The findings of the autopsy justify, to my mind, the an- 
atomic diagnosis of chronic lymphatic tuberculosis, miliary 
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tuberculosis of the liver, tuberculosis of the spleen, tuber- 
culous pneumonia, tuberculous peritonitis and secondary 
ulceration into the esophagus, the result of a tuberculous 
destructive process in a peribronchial lymphatic node.* 

Years ago W. Ziemssen (11} made it known that secon- 
dary perforations (those from without) of the esophagus 
occurred most frequently ase result of tubercular destruc- 
tion of lymphatic nodes. We have the same authority for 
the statement that such fistule are usually single, that two 
are uncommon, and that more than two are very rarely 
seen. In consideration of the above, Case No. I, with its 
five perforations. is even more interesting. 

According to v. Ziemssen the tuberculous process does 
not as a rule extend far out over the mucous membrane, 
being limited usually to the immediate vicinity of the 
new opening. In this particular, my two cases illustrate 
both possibilities. In No. I. agreater portion of the inner 
aspect of the tube presents unmistakable lesions, while in 
No, 2. the mucous membrane was found, with the excep- 
tion of a few small ulcers right at the opening, to be abso- 
lutely healthy. 

Question might be raised as to whether case No. 1. was 
not in reality primary (perforation from within outward). 
No such assumption seems to me tenable, however, when 
one takes into consideration the very apparent extent and 
age of the lymphatic derangement, not to mention the fact 
that neither the pharynx nor stomach is affected, as might 
reasonably be expected if the primary focus were in the 
esophagus. 

Both autopsies illustrate at least the tendency, men- 
tioned by two of the authors quoted, to involvement of the 
esophagus in chronic lymphatic tuberculosis. The symp- 
tomatology does not however always give a clew to the 
presence of so grave acomplication, as in neither of these 
cases, observed in a hospital, did clinical manifestations 
suggest to the attending physician the possibility of an 
esophageal lesion. 

It is then I hope not going too far, in view of the dearth 
of diagnostic aids at our disposal, to suggest the use of the 
esophagoscope in every case of pronounced general 
lymphatic tuberculosis. 
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Most writers say with Tillmanns (12) that we are indeb- 
ted to Miculicz for a really useful esophagoscope. The 
intreduction of the electric light in this connection did 
much, however, to enhance its value, for which v. Hacker 
(13) must be given credit. 


Aside from consideration of the abnormal, one can but 
regret that this instrument is not better known and more 
widely used, for v. Hacker (14) after his most extensive 
investigations warns us that pathologic manifestations can- 
not be understood until one has become well acquainted 
with the normal pictures presented in various parts of the 
esophagoscope. 


This contrivance has been put to quite a variety of uses 
besides the mere examination of the mucous membrane. 
Kelling (15) mentions it in connection with extraction of 
foreign bodies, and cauterization both chemical and elec- 
tric. Itis clear, at least, that the removal of foreign bodies 
would be attended with less maiming, when conducted in 
full view of the operator. How often, as Kelling (16) sug- 
gests, might exploratory laparotomy for stomach diagno- 
sis, be averted by the simple use of the esophagoscope. 
But the value of the instrument must not be measured by 
the foregoing alone. Those who have seen at an autopsy 
the evil effects of ‘‘sounding’’ some diverticula and stric- 
tures will agree with me that the old method of doing it in 
the dark, is open toimprovement. In some individuals the 
use of this aid to diagnosis is attended with considerable 
difficulty. Kirstein (17) concluded that one-fourth of all 
individuals lack the anatomic requirements for such treat- 
ment. 


The ideas of the different investigators vary somewhat 
as to the correct technique hereinvolved. Kirstein makes 
use of the esophagoscope without an anesthetic and with 
the patient in a sitting posture. For v. Hacker (18), the 
one to be examined must lie on the side and submit first to 
the application of cocain, and then to the introduction of 
the Mikulicz instrument. Einhorn (19) prefers the last 
named instrument and a sitting posture, but uses no anes- 
thetic. Itis claimed by Kelling (20) that many of the dif- 
ficulties experienced by others have been overcome by his 
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jointed esophagoscope, which is to be extended after it has 
been introduced. 

The writers have come to no agreement as regards an 
anesthetic. Ebstein (21), who has gone deeply into the 
matter, goes to neither extremity but takes the entirely 
logical position that no general medication should be in- 
dulged in, simply cocainization of the pharynx and en- 
trance of the esophagus. 


My conclusions as to the treatment of tuberculosis of the 
esophagus necessitate « hasty review of the surgery of 
that organ, embracing as it does many procedures of a na- 
ture little short of sensational. 


Garre (22) resected in two patients portions of the es- 
ophagus together with the whole larynx. His operations 
were undertaken for the relief of carcinoma; the cut ends 
of the tube were joined by sutures, and both patients lived. 
Two cancer cases were treated by Narath (23) with resec- 
tion of the upper portion of the esophagus. One patient 
lived one and one-half years and was able to swallow per- 
fectly. 

F. de Quervain (24), after describing a case of resec- 
tion, expresses most clearly his deductions as to further 
treatment of the organ. The cut ends should be united if 
possible. When, however, this cannot be done the lower 
end of the upper segment must be sewn into.the skin of the 
. neck that a fistula may result, else the patient must cough 
up all the secretion that accumulates and at night be con- 
stantly exposed to the danger of aspiration pneumonia. 
The lower segment should at the same time be held up to 
the surface for the purpose of feeding, but if this be im- 
possible it may be let go, as it soon becomes closed of its 
own accord, necessitating of course a gastrastomy. 


The technique was from the purely theoretic standpoint 
somewhat enriched by Biondi in 1895. This investigator 
removed parts of two ribs, split the diaphragm and re- 
sected the cardia of dogs, a procedure which has, I may 
add, never been tried on the human subject. 


A gastrostomy on a patient who gradually lost the abil- 
ity to swallow is reported by Pepper and Edsall (26). The 
case is chiefly interesting on account of its pathologic as- 
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pect; for at the autopsy lung and larynx tuberculosis was 
found with two cancerous strictures of the esophagus and 
around the same, evidences of a tuberculous process. 

From the above as well as from many similar reports it 
becomes apparent that the surgeons have confined their 
attention almost wholly to that portion of the tube which 
lies outside the thorax. We are then in a measure pre- 
pared for the statement of Levy (27) that, until very re- 
cently, 91.5% of all individuals afflicted with deep-seated 
growths of the esophagus were doomed to die without op- 
erative interference. The same author has a novel way of 
disposing of the lower end of the organ in dogs after re- 
section; he draws it by a string into the stomach and out 
of the gastratomy wound, after which he cuts it off at the 
cardia. This :nversion of the tube was found to be impos- 
sible on the human cadaver, the longitudinal muscle re- 
maining in situ. 

The first to recommend the opening of the undiseased 
posterior mediastinum for the purpose of operating on the 
esophagus was the Russian surgeon, Ivan I. Nassilov, but 
the first to carry Nassilov’s daring idea into effect on the 
living was Rhen (28), who twice resected a portion of the 
organ for cancer. Stayanov (29), who gives us the most 
minute details of Nassilov’s operation, states that up to 
March of this year the posterior mediastinum had been 
opened fifteen times with a mortality of 20% only, the same 
having been undertaken for the relief of the following con- 
ditions, tuberculosis of the mediastinum, acute phlegmon, 
lesions of the vertebra and cancer of the esophagus. Nas- 
silov’s idea was to approach the upper part of this tube 
from the left and the lower part from the right side, while 
Patarca (30), whose investigations on this subject have 
been profound, reasons that the organ on account of its 
relation to the aorta can properly be invaded from the 
right side only, no matter which portion of its intra-tho- 
racic extent be involved. 

No review of the surgery of the esophagus and posterior 
mediastinum would be complete without mention at least 
of the two French surgeons, Quénér and Hartmann (31), 
whose thesis, I regret to write, is not at my disposal. 

From the foregoing it is seen that all portions of the es- 
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ophagus are, under various pathologic conditions, amena- 
ble to surgical treatment. It then suggests itself naturally 
enough, that tuberculous perforation of this tube might, 
under the guidance of the esophagoscope be made the sub- 
ject of similar therapeutics. Partial or total resection is 
made in typhoid and tuberculous perforation of the intes- 
tine in an endeavor to prevent peritonitis, so why may __t 
a like procedure be undertaken in ‘primary perforation of 
the esophagus accompanied by mediastinal abcess. In 
this case, simple drainage of the mediastinum without su- 
ture of the open esophagus, would be comparable to the 
treatment of chronic appendicitis by mere incision unac- 
companied by the removal of the diseased appendix. 
However, the esophageal lesions in my two cases are of 
the secondary variety and the conclusions to be drawn 
therefrom are in consequence of another sort. 


No ideaof an operation could for a moment be enter- 
tained where the organs were so extensively changed as in 
case No.I. But in No. II the conditions presented are dif- 
ferent; only one fistula existed and the remaining mucous 


membrane of the tube was practically normal. Here it 
seems to me that excision of the esophageal lesion would 
be productive of two directly beneficial results. 

I. It would prevent a spread of the disease in the lining 
membrane ofthe organ. II. It would certainly obviate 
the possibility of food passing into the fistulous tract and 
there decomposing, the foundation of a mediastinal abscess. 


I do not deny that caseous peribronchial nodes are usu- 
ally multiple, that a second or a third might possibly 
break through into the esophagus, that unknown to us the 
disease may already at the time of operation have been 
transmitted to other parts of the body, but I should hope 
by such a procedure to place a barrier in the way of a pro- 
gressively fatal malady and, at least, to prolong life. 

. 3894 Washington Boulevard. 
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It appears to be commonly accepted by the laity, and to 
a certain extent by physicians, that audition, especially 
when the auditory apparatus is the seat of a morbid pro- 
cess, is unfavorably influenced by atmospheric changes. 
With the view of ascertaining the detrimental action 
of barometric and thermal changes upon the already 
impaired hearing in catarrhal deafness, fifty consecutive 
cases of chronic sclerosis of the middle ear were studied 
over a considerable period of time, and the usual tests 
were used to determine the variations in the hearing under 
different atmospheric conditions. 

The normal ear is practically uninfluenced by changes 
in the weather, excepting that, depending upon the amount 
of atmospheric moisture, the transmission of sonorous 
vibrations from a considerable distance is more or less 
clearly appreciated. This follows well known physicial 
laws, and when clearly understood enables one better to 
appreciate the effect of the same atmospheric conditions 
upon the diseased ear. For the same reason the intimate 
relationship of the tympanic cavity to the nasopharynx 
and other portions of the upper respiratory tract must be 
taken into consideration. The auditory end organ, for it 
may be so considered, is but a specialized diverticulum of 
the respiratory areas, and partakes in all respects except 


*Read before the New York County Medical Association, March 
20, 1899. 
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in its special function of the histologic characteristics of 
the former. The mucous membrane of the tympanic cav- 
ity is but an extension of that of the nasopharynx and the 
physical conditions acting upon the mucosa of the latter 
affect in the same way that of the middle ear. This is not 
only anatomically demonstrated in health, but becomes 
especially marked in catarrhal conditions of the mucous 
membrane of the nose and pharynx, it being an almost 
constant rule to find diminution of auditory acuity follow- 
ing long-continued catarrh of the nose or throat. 

The vast majority of cases of suppuration of the middle 
ear result from extension of inflammatory nasopharyngeal 
changes through the continuous mucous membrane of the 
Eustachian tube and subsequent infection through the 
same route. It is decidedly uncommon to observe a case 
of chronic sclerosis of the tympanum without evidences of 
nasopharyngeal catarrh antedating the aural affection. 
As afinal evidence of the existence of this intimate con- 
nection, little can be done toward the improvement or 
restoration of the impaired hearing until the other portions 
of the upper respiratory tract are restored to an approx- 
imately normal condition. Therefore it becomes necessary 
for us to regard catarrhal states of the tympanum and 
catarrh of the nasopharynx as varying manifestations of 
the same disease, its phenomena varying only by the 
interference with the functions of the special organ 
involved, both being subjected to the same atmospheric 
influences. 

As a rule all the conditions favorable to the production 
of morbid changes of the respiratory and tympanic 
mucous membrane are dependent upon a lowering of the 
general vitality, mainly due to the continuous action of 
unfavorable climatic or hygienic surroundings. This is of 
such common experience that it is not necessary to cite 
individual cases, but it was plainly brought out in the 
cases studied that in those individua's in whom the hear- 
ing was most adversely affected is unfavorable weather a 
lowering of the general health was present at such times. 
And when one is run down by disease or other causes, 
such as fatigue, the susceptibility to temperature and 
barometric changes is greatly enhanced. Unfavorable 
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climatic conditions also, especially if their action on the 
individual is repeated or constant, produce a state of more 
or less systemic depression, which, in turn, reacting upon 
the mucous membrane, renders them less able to resist the 
morbid causes of catarrhal inflammation. 

Primarily the éhanges in the atmospheric tension causes 
hyplealmia of the mucous membranes by chilling of the 
body surface, when the dermal covering is not sufficiently 
prepared for the action of cold or excessive humidity. This 
is true in a general sense of the entire mucous membrane 
system, and especially that of the respiratory tract, but 
locally the action of the lowered barometric pressure may 
be well observed in the nasal chambers, especially in an 
individual affected with catarrhal rhinitis. Under these 
conditions marked congestion and swelling, with increased 
secretion, result, the turbinal cavernous tissue becomes 
enlarged, and nasal respiration is decidedly diminished. 
In bright, clear weather, with a normal or rising barome- 
ter, capillary congestion does not take place, and there is 
no obstruction to the passage of air through the nares. 

Besides the relation borne by the auditory apparatus to 
the upper respiratory tract, the tympanic cavity in its 
relation to the normal or the varied atmospheric pressure, 
is related indirectly to the various pneumatic spaces of the 
head. Changes in the normal atmospheric pressure act 
the same on the cavities containing air (the antrum of 
Highmore, etc.) as they do on the tympanum, the pressure 
exerted in these internal cavities being the same as the 
pressure exerted upon the external surface of the body. 
Practically, however, the pressure in the other head cav- 
ities doés not vary, while the air in the tympanum changes 
to a certain extent with every act of swallowing, this por- 
tion of the pneumatic system being but temporarily in 
direct communication with the outer air. Upon this fact 
depends the restoration of hearing in certain cases of 
beginning catarrhal otitis. By the opening of the Eus- 
tachian tube the rarefied air in the tympanum is replaced 
with the normal pressure air. Diminution of the intra- 
tympanic pressure, even to a limited extent, seriously 
interferes with the transmission of sound waves. 

For the reason that all the cases presented well-marked 


I 


EFFECT OF ATMOSPHERIC CHANGES ON THE HEARING. 315 


evidences of sclerotic changes of the tympanic tissues, 
the term chronic sclerotic otitis media is here used as a 
characteristic designation in preference to the more com- 
mon one of catarrhal deafness. In all these cases scle- 
rosis and atrophy represent but later stages of a previous 
cell proliferation, and a complete understanding of 
pathologic changes occurring in the tympanum is neces- 
sary to comprehend the deleterious effect produced on 
auditory perception by atmospheric influences. The 
pathogenesis is constantly and slowly progressing from the 
initial catarrhal inflammation, with its cellular increase, 
exudation, and overgrowth, to sclerosis and contraction, 
and ultimately atrophy of the mucous lining. When this 
late stage is reached the blood supply is much limited, the 
tissues are firm and contracted, and the Eustachian tube 
and nasopharynx in the majority of cases partake in the 
more or less general condition. In the pure atrophic 
stage atmospheric changes in no way affect the greatly 
diminished hearing capacity; whilein the sclerotic stage, 
where examination of the tympanic cavity shows patches 
of beginning or well-marked atrophy alongside of areas 
of cell proliferation or hyperemia, atmospheric changes 
invariably impair for the time being the already affected 
audition. 

The degree of hearing impairment is influenced in pro- 
portion to the location of hyperplastic tissue situated 
at or in immediate proximity to the path of the transmis- 
sion of sound waves. Should sclerotic or atrophic 
changes exist in practically all portions of the tympanum, 
except a small area of proliferating connective tissue sit- 
uated at the point of articulation of the foot plate of the 
stapes with the oval window, any slight change in the 
barometric pressure would be immediately appreciated 
and impairment of hearing rapidly ensue from the addi- 
tional succulency of this mass of tissue and the resultant 
interference with the transmission of sonorous vibrations 
from the ossicular chain to the important structures of the 
perceptive apparatus. Further, as a result of repeated 
acute attacks of catarrhal inflammation of the respiratory 
mucosa, resulting from atmospheric alterations, Eusta- 
chian salpingitis is of frequent occurrence, and from the 
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consequent occlusion of the Eustachian tube stagnation of . 
the air in the tympanum results: this air, originally of 
the same pressure as the surrounding atmosphere, is to 
a great extent absorbed by the blood-vessels and becomes 
rarefied. The usual pressure is then removed from the 
capillaries and they become engorged with blood, and 
exudation of serum takes place, greatly interfering with 
the hearing. The hearing is also influenced through 
atmospheric changes in other ways than this; such as the 
production of an acute syringitis superadded to the 
already existing chronic process, and occasionally acute 
inflammation of the tympanic nucosa may result and pro- 
duce impairment of audition in the same manner. 

In all, fifty cases were under observation, and of these 
there were thirty-one females and nineteen males. 

As is well known, females are usually more susceptible 
to the ill effects of variable weather than males, especially 
as they are not, as a general rule, exposed as much to the 
elements as are the latter. Sex, however, bore no relation 
to the effect of barometric and thermal changes upon the 
hearing, the proportionate majority of those stating that 
the hearing was more impaired in damp weather being 
males. The youngest patient was nine years old, while 
the eldest was eighty-three. A careful analysis showed 
that although the hearing ability was less in those of 
advanced years than in the younger patients, yet all things 
being equal, the age of the individual was in no way a factor 
concerning the relation of the atmospheric variations to 
the impaired hearing. 

The duration of time since the individual’s attention was 
first attracted to the impaired hearing varied greatly, and 
from the insidious nature of this form of otitis many of 
the patients could not state the time when the impaired 
audition was first noticed. Of these, there were nineteen 
patients, and all stated that the aural affection had 
existed for at least two years, but other than this no 
definite data as regarded the duration could be obtained. 
In ten the disease had existed for a year; in eleven, be- 
tween one and five years; in two, between five and ten 
years; in three, between ten and fifteen years; in three, 
between fifteen and twenty years; and in the remaining 
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two, the affection had existed between twenty and thirty 
years. The duration of time intervening from the appear- 
ance of gradual impairment of hearing to the time when 
the patients were first seen varied considerably, as usually 
morbid changes in the tympanum are fairly well advanced 
before the impairment of hearing is noticed by the patient. 
A number of the cases bore evidence to this point; one, 
for instance, as a typical example, stated that the hearing 
became impaired but one week before he was first seen, 
but examination showed that the disease had existed for 
several years, and the impairment of the auditory func- 
tion had undoubtedly existed for a considerable time, but 
attention was only directed to it by an attack of coryza 
caused by a sudden change in the weather. 

The duration of the affection per se bore no relation to 
the increased impairment of hearing un ier unfavorable 
atmospheric changes, this point alone depending upon 
two factors: First, the amount and location of hyper- 
plastic tissue in the tympanic cavity, and, secondly, the 
condition of the nasopharynx and Eustachian tubes. Of 
the first factor the location of the hypertrophied tissue has 
been referred to, and requires no further consideration 
here; the amount of new tissue or cellular proliferation is 
also an important factor in determining the influence of 
atmospheric changes upon audition in the specific case. 
Of the fifty cases, eleven presented every evidence of a 
general atrophic condition of the tympanum, and in all these 
the hearing was greatly impaired both for the aerial and 
bone conduction; four of these stated that sometime in the 
past the hearing was worse on rainy or damp days, but 
not to any marked extent, while in the remainder, atmos- 
pherie conditions had no influence at all. At the time the 
cases were examined, however, all gave evidence that 
barometric changes were entirely negative. 

Twenty-one cases presented at the same time various 
phases of the pathologic changes incident to the eatarrhal 
otitis, the examination disclosing that the atrophic condi- 
tion was not as well marked as were the sclerotic and 
hyperplastic changes. All of these were influenced by 
thermic and barometric changes, varying in degree of the 
impairment of audition with the individual case; while in 
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the remaining eighteen the hyperplastic condition pre- 
dominated and the hearing was markedly diminished dur- 
ing long continued spells of damp, rainy weather, or when 
there were sudden atmospheric changes. 

In this affection especially, the three morbid stages 
mentioned do not always follow each other in sequence; 
many are sclerotic or atrophic from the commencement, 
while in others areas of hyperplasia may remain for a 
number of years and shrinking and absorbing changes not 
take place till after long periods of time. It will be seen, 
therefore, that the susceptibility of the affected ear to 
adverse weather conditions depends to a great extent upon 
the special pathologic condition present and not upon the 
duration of time the affection has existed. 

Attention was not especialiy paid to the influence 
exerted by the upper respiratory tract; but, independent 
of the aural pathogenesis, it was found that thirty-two of 
the cases complained of nasal obstruction, especially 
marked in rainy weather, and when this occurred the 
hearing was more diminished than when the turbinal 
swelling did not exist and when the nares were free. 
Whether one or both ears were affected bore no relation at 
all. In thirty-nine cases both were involved; in seven, 
the right only, while in the remaining four the affection 
was limited to the left side. The degree of hearing may 
fluctuate from day to day dependent upon the changes in 
the weather, and frequently, as a result of the catarrhal 
salpingitis usually present, there is an associated sense of 
fullness in the ears, referable to the Eustachian obstruc- 
tion from the barometric changes. 

Three factors in the climatic conditions exert toa greater 
or less extent their influence upon the aural tissues in 
morbid changes of the tympanum; these are the humid- 
ity, barometric pressure, and temperature. Of minor 
importance are the electric and other phenomena asso- 
ciated to a much less degree with the three prominent 
factors. The action of barometric pressure and humidity 
has been considered, while the effect of purely temper- 
ature changes is most difficult of explanation, but, so far 
as can be seen, practically exerts little influence. Gen- 
erally, however, patients with catarrhal deafness will 
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state that they are worse in the winter months, and during 
the heated term of summer the symptom complex, and 
especially the deafness is much less prominent. In all 
probability it is not the cold in winter that exerts a more 
deleterious action upon the ear than the higher temper- 
ature of summer, but the explanation seemingly lies in the 
excessive dampness of the winter months and the conse- 
quent tendency to the production of catarrhal changes of 
the respiratory and aural mucous membranes. 

It may be here pointed out that catarrhal affections are 
most frequent in the transitional periods of autumn, and 
especially in the spring, during which times sudden alter- 
ations of cold, heat, dampness and moisture become 
unduly exaggerated. The deleterious effects of climatic 
conditions upen the auditory apparatus depend therefore 
not to such an extent upon the yearly range of tempera- 
ture, humidity, and pressure, as upon the suddenness with 
which these conditions are apt to vary in a given period 
of time. For this reason catarrhal otitis is the most com- 
mon in localities where sudden changes occur in varying 
rapidity. 

CoNncLUSIONS: 1. The hearing in at least seventy per 
cent. of cases with chronic catarrhal deafness becomes 
worse under adverse weather conditions. 

2. The degree of impairment of audition, as influenced 
by atmospheric changes, is determined to a great extent by 
the location and character of the pathologic process in the 
tympanic cavity. 

3. The morbid alterations most susceptible to barom- 
etric variations are those of hyperplasia. 

4. In purely atrophic changes in the middle ear weather 
variations have little or no effect upon the auditory func- 
tion. 

5. Atmospheric influences also impair the hearing by 
unfavorably affecting catarrhal processes of the upper 
respiratory tract and Eustachian tube. 

6. All things being equal, the impaired audition in 
chronic catarrhal otitis is diminished more (under un- 
favorable weather influences) in those, whose genera 
health is below par than in those otherwise healthy. 

706 Madison Avenue. 
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DILATATION OF THE HEART COMPLICATING OB- 
STRUCTIVE LESIONS OF THE UPPER 
AIR PASSAGES. 


JoHN A. THOMPSON, M. D., 


CINCINNATI, O. 


It is well known to the profession that the lungs are 
chronically congested in valvular heart diseases, especially 
in mitralinsufficiency. It is not so well known that the 
pharynx and turbinated bodies in the nose are also over- 
filled with venous blood in this disease. So long as com- 
pensation is perfect the condition of the heart does not af- 
fect any disease in the upper air tract. When compensa- 
tion fails, the impaired circulation makes the cure of nasal 
and pharyngeal inflammations impossible. The effect of 
this venous congestion on the prognosis of diseases in the 
upper air tract has not been given sufficient attention in 
the literature of laryngology. There is not, tomy knowl- 
edge, any suggestion by any medical writer that the con- 
trary proposition may be true, that is, that obstructive 
disease in the nose or throat may produce a dilatation if not 
an actual valvular disease ofthe heart. Some casesI have 
treated suggest so strongly this teaching that I have con- 
cluded to put my observations on record. The great court 
of last resort in medicine, the general profession, may then 
decide whether or not the symptoms seen in these cases 
have been correctly interpreted. The following cases are 
chosen out of many I have seen because they are typical 
of different forms of this disorder. 

.W. J. T., aged 39, a large, robust appearing man, a far- 
mer by occupation, consulted me in October, 1894, in regard 
to obstructed respiration. Slight hypertrophic rhinitis was 
found and a large spur in the left nostril growing from the 
septum nasi. No general examination was made at the 
time but the spur was removed under cocain anesthesia. 
There was temporary heart failure from the cocain at the 
time of the operation but the symptoms were not serious 
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enough to be alarming. An examination of the chest made 
three days after the operation showed a slight passive con- 
gestion of both lungs and a markedly dilated left ventricle 
with the apex beat to the left of the nipple line. There was 
a loud mitral regurgitant murmur which was heard by Dr. 
Oliver as well as myself. The pulse rate when he was sit- 
ting quietly in the office was 120. The patient was given 
tincture of digitalis, ten minims fourtimes a day, anda 
spray of menthol and camphor for the nose. He was placed 
in the care of his home physician until the pulse rate should 
be normal. He returned to his home one week after the 
operation. I examined him there one year later and found 
him with a pulse of 72, the heart contracted to its normal 
size, no murmur, no cough, no pulmonary congestion and 
no obstruction of the nose. 

J. E. G., aged 23 years, a very tall, slender blonde, con- 
sulted me in August, 1898, in regard to an obstruction of 
the left nostril which interfered with free respiration. He 
had atrophic rhinitis. The septum nasi was deflected to 
the left and a large spur was in contact with the outer wall, 
touching the inferior turbinated body. This growth was 
removed by the ordinary method. As is usual in cases of 
atrophic rhinitis, healing was somewhat delayed. After 
all the obstruction had disappeared, the patient was still 
somewhat short of breath. Examination showed the apex 
beat of the heart in the nipple line. The left ventricle was 
considerably dilated. The pulse rate was 90 per minute. 
There was no valvular murmur. He was given tincture of 
digitalis, ten drops after each meal. October 12th the 
pulse rate was normal and the dyspnea was entirely re- 
lieved. 

I was asked March 4th of the present year, by Dr. A.R. 
Walker, to see F. B., aged four years, for the purpose of 
removing hypertrophied tonsils and adenoids. Having 
great confidence in the Doctor’s diagnostic skill, I went as 
requested, prepared to operate. The patient was an un- 
dersized, poorly developed child. With the exception of 
his throat trouble he had always been healthy. The fam- 
ily physician had not had occasion to examine the chest. 
Making the routine examination before deciding what an- 
esthetic to give, the heart was found with the apex beat in 
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the axillary line. The area of cardiac dullness was greatly 
increased in every direction. <A loud systolic murmur was 
heard over the apex. The pulse rate was 118 per minute. 
The operation was postponed and the child given tincture 
of digitalis, eight drops four times daily. April 8th the 
pulse had been reduced to 100-108 per minute and was full 
and strong. The operation was then made under ether an- 
esthesia. The operation and recovery were uneventful. 
The heart has contracted some but the murmuris still pres- 
ent. 

January 7th of the present year I examined Miss J., aged 
seven years, for Dr. A. D. Birchard. Hypertrophied ton- 
sils and adenoids were diagnosed and their removal ad- 
vised. The child was nervous and frightened and to this the 
high pulse rate was attributed both at the first examination 
and on the day of operation. Two days after the operation 
it was noticed that the child frequently took long sighing 
respirations as though she was always short of breath. 
The mother then told me_ he had noticed this symptom for 
several months. An examination of the chest showed the 
lungs slightly congested and the heart considerably di- 
lated. The apex beat was a half inch to the left of the 
nipple line. The pulse var,ed from 120 to 130 per minute. 
There was no murmur. Cvunvalescence from the operation 
in this case was interrupted by an eruption of measles on 
the fifth day after the operation. When the fever from 
this intercurrent affection had disappeared she was given 
digitalis. The drug was not administered as long as was 
desirable. At a recent examination the heart was found 
to be smaller but has not yet returned to its normal size. 
There is no dyspnea. 

Another phase of the clinical picture presented by pa- 
tients with obstructed nostrils and dilated heart was shown 
in the case of Rosa R. She is a tall, thin, anemic girl of 
23. She consulted me in November, 1898, complaining 
that all the symptoms of a hypertrophic rhinitis, for which 
I had treated her seven years before, had returned. In 
addition to the nasal symptoms there was marked dyspnea 
on exertion. The nose did not show on examination the 
color of hypertrophic rhinitis, but that of venous turges- 

nce. The turbinated bodies did not contract quickly or 
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completely when cocain was applied. Examination of the 
chest showed the lungs congested and the area of cardiac 
dullness increased. The apex beat was in the nipple line. 
The pulse rate was 120 per minute. There was no mur- 
mur. This was a case where the nasal symptoms were not 
due to a recurrence of a former disease but to impaired cir- 
culation. Local treatment had little effect on the nose un- 
til the pulse rate had been reduced by digitalis to 90 per 
minute: Then the nasal stenosis and accumulation of se- 
cretions were relieved. 

The knowledge that obstructive lesions of the upper air 
passages are occasionally complicated by weakening and 
dilatation of the heart is important to every practitioner 
of medicine. The family physician can save himself em- 
barrassment and damage to his reputation by a careful ex- 
amination of the chest before referring such cases for op- 
eration. The operator must know the condition of the 
heart before inducing either general or local anesthesia. 
Local treatment of a mucous membrane filled with venous 
blood does little good. Successin the class of cases just 
described demands a combination of local and general 
treatment. 
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SUPPURATIVE ETHMOIDITIS AND ITS TREAT- 
MENT. 


FRANK S. MiLpury, M. D., 
NEW YORK CITY, 
BOROUGH OF BROOKLYN, SURGEON IN THE EAR, NOSE AND THROAT 
DEPARTMENT OF THE BEDFORD HOSPITAL, AND ASSISTANT 


AT THE NEW YORK EYE AND EAR HOSPITAL. 
(EAR DEPARTMENT.) 


In diseases of the accessory sinuses of the nose, it is 
somewhat doubtful, in the opinion of rhinologists and 
otologists to-day, which is the most frequently involved, 
the maxillary sinus or the ethmoid; but I think the con- 
sensus of opinion will favor the latter, as recent critical 
research in pathologic conditions of the nose has shown 


trouble much oftenerin this region than was ever sus- 
pected. 

The condition may be either an acute or chronic catar- 
rhal inflammation. The acute is not of serious import, 
generally subsiding quickly without much treatment, 
whereas the chronic form may end in suppurative eth- 
moiditis which usually occurs in the course of a catarrhal 
rhinitis in either its acute or chronic form. The radical 
view taken by Bosworth and Woakes that ‘‘the tendency 
in all cases, and the result in the large majority of 
instances of a suppurative inflammation of the ethmoid 
cells is necrosis of bone,’’ and that ‘‘all ethmoiditis tends 
toward and usually develops, sooner or later, into necro- 
sis’’ is an observation I think not experienced by rhinol- 
ogists, generally, in their clinical work. When cases due 
to syphilis, tuberculosis, mercury, phosphorus or trauma 
are eliminated, it is not often that necrosis or caries is 
found. 

Occasionally, suppuration has been observed in con- 
junction with facial paralysis, and it is an undecided 
question whether the suppuration is due to the paralysis 
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or the paralysis due to the suppuration. Weichselbaum 
believes in the first, and quotes several cases to prove his 
theory, whereas Zuckerkand] is inclined to the latter. 

Bosworth classifies ethmoiditis into three divisions: (1) 
Extracellular myxomatous degeneration, the disease being 
limited to the middle turbinated body; (2) intracellular 
myxomatous degeneration, in which not only the middle 
turbinated body, but also the ethmoid cells had undergone 
myxomatous degeneration; and (3) purulent ethmoiditis, 
which may or may not be associated with myxomatous 
degeneration of the ethmoid, but which usually is asso- 
ciated with nasal polypi. 

The inflammation may extend to the cells from the nose, 
the orbit or any of the accessory cavities, or it may occur 
by a closure of the osteum ethmoidale by pressure of a 
turgescent or hypertrophied middle turbinated body, de- 
flection of septum, nasal polypi, etc. 

There is much difference of opinion as to whether eth- 
moiditis causes polypi or that polypi produces ethmoiditis. 
I believe that clinical experience teaches us that in a 
measure, both opinions are correct. 

A severe inflammation is often followed by necrosis. 
Syphilis, no doubt, is one of the most frequent causes of 
necrosing ethmoiditis. Any or all parts of the ethmoid 
may be affected by an inflammatory process, which is bad 
enough at any stage, but when it reaches the suppurative 
type, becomes a most difficult affection to treat success- 
fully. This disease may, and often does, extend to the 
frontal, maxillary and sphenoidal sinuses. Bosworth, in 
thirteen cases of ethmoidal disease, found antrum impli- 
cated in seven—over 50 per cent. Many cases of exoph- 
thalmia, narrowing of the field of vision and blindness have 
been reported, caused from the pressure of empyema of 
the ethmoidal and spenoidal sinuses. 

I have found suppuration of the ethmoid quite frequent, 
but necrosis rather rare, excepting that due to syphilis, 
phosphorus, mercury, etc. If pain is experienced, it may 
be at the base of the nose, intraorbital at the back of the 
eye or in the eyeball, or a very general pain over the 
whole head, but oftener, there is no pain whatever. Muco- 
pus will be seen to ooze from under the anterior extremity 


f 
q 
q = 2 
4 
q % 
4 
§ 
f 
if 
q 
4 
| 
a 
4 
J 
+2 


326 SUPPURATIVE ETHMOIDITIS AND ITS TREATMENT. 


of the middle turbinated body, or the turbinated may be 
greatly distended and blanched in appearance with no 
flow of pus, as I have seen in severalof my cases. Again, 
it may empty into the orbit and the pus be discharged from 
the inner canthus of the eye. It is generally attended 
with some fetor, but not so pronounced as is the case of 
empyema of the antrum. If only the ethmoid is involved, 
the fetor is not perceived by the sufferer, owing to the 
impairment of the sense of smell. 

The health is usually much impaired; asthma, hay-fever 
and other neuroses often exist, also loss of appetite, 
nausea from the muco-pus secretion passing through the 
post-nasal space into the stomach. Itis sometimes difficult 
to tell which cavity is the seat of the disease. 

As before stated, a simple inflammation generally sub- 
sides spontaneously as soon as the acute nasal difficulty 
passes away, but a suppurative process may be most 
difficult to conquer, often lasting for months and years; 
occasionally never responding to the most skillful treat- 
ment. 

It may happen that the whole intracellular structure is 
broken down and carried into the nose, thereby giving a 
good drainage and effecting a rapid and complete cure. 

The treatment consists in thoroughly cleansing the nasal 
cavities with some antiseptic solution, removing all 
obstructions to free drainage. Among such are found 
deflected septum, hypertrophies, spurs, polypi, etc. By 
good care, a few will get well, but by far, the large ma- 
jority will require surgical interference. This is accom- 
plisned by the removal of the anterior portion, or in some 
cases, the entire middle turbinated. This is quite readily 
done by the scissors, drill or various nasal cutting forceps, 
preferably those devised by myself which I have found to 
work better than any others. If they are used once by 
rhinologists, I believe will be continued in use until some- 
thing better is invented. However, their merit or demerit 
will be demonstrated. After this is done, curetting or 
drilling with a bar to break up the intracellular structure 
is necessary in order to give free exit to pus, and access 
to the parts for proper cleansing. The wholesale removal 
of the turbinates, as practiced by Woakes, is absolutely 
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uncalled for, as is proven by most of the leading rhi- 
nologists of the world. Recent cases respond rather 
quickly to treatment, but those of two or more years’ 
standing are extremely obstinate, and I am doubtful if 
they ever get entirely well, no matter how cautiously 
handled. This seems to have been the experience of most 
men. 

On referring to my history records, I find that during 
the last eight years, there have come under my treatment 
thirty-nine cases of suppurative ethmoiditis, a few of 
which I now report. 

CasE1. Mrs. J., 43 years of age, consulted me on April 
3d, 1895, complaining of severe headaches particularly on 
left side, and great pressure at root of nose and in left 
eye. For eight years, has suffered intensely with asthma. 
An oculist had corrected a high degree of astigmatism, 
giving her some relief when reading or doing fine work. 
A surgeon had divided and exsected a portion of the left 
supraorbital nerve with negative results. She was advised 
to leave the sea coast and go inland in hope of relief which 
she did, spending sometime in Colorado, New Mexico, 
California and Honolulu with no benefit, excepting what 
resulted from diverting her mind in a measure, from her 
trouble. Eventually she returned to Brooklyn thoroughly 
discouraged. Was advised, for the first time, to consult a 
nose and throat specialist and referred to me by her family 
physician. 

Examination shows great enlargement of the eft middle 
turbinated body pressing on septum and outer wall of 
nose, which was broadened unilaterally. A small swelling 
appeared in inner canthus of eye. Some exophthalmia 
and contraction of the field of vision of recent date. The 
turbinated had a blanched appearance and was pultaceous 
to the touch, indicative of a cystic or suppurative condition, 
although no pus was visible. Otherwise, both nares were 
about normal. The general health was miserable. 

With the cutting forceps, I removed the anterior extrem- 
ity of the middle turbinated body, resulting in a free exit 
of fetid pus, curetted with a sharp instrument easily 
breaking down all possible intracellular structure which 
was carious; ope ed from the eye into the ethmoid cells; 
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cleansing thoroughly with 1 to 10,000 bichloride followed 
by an insufflation of aristol. 

Treatment was continued with more or less regularity 
over one year, but pus formation has not entirely ceased. 
However, the asthma, headaches and all eye symptoms 
have absolutely subsided, and the lady is now in robust 
health. 

The cause of this case is obscure, but it was probably a 
neglected intranasal affection. 

CasE 2. Chas. B., 24, referred to me by Dr. Barker, 
October 9th, 1897, complained of constant occlusion of 
nose, being compelled to breathe through the mouth both 
day and night. 1s a sufferer from hay fever and asthma, 
going to the White Mountains every summer to obtain 
relief. Has had on neck within six months thirty-two 
boils and one carbuncle of large dimensions. General 
cachexia, specific history at 18 years of age. Examina- 
tion shows very large septal spurs right and left, and 
greatly hypertrophied inferior turbinates on both sides 
pressing on septum almost wholly filling vestibule. I 
could not see middle turbinates even under what contrac- 
tion could be produced by cocain, which was but slight. 
Constant oozing of pus into nasopharynx. With saw, I 
removed spurs and later a portion of each inferior turbi- 
nated. Ina few days, I was able to make a proper exam- 
ination of the middle turbinates finding the right much 
enlarged and pus coming from beneath the anterior por- 
tion. Excepting the prophylactic measures necessary, I 
did nothing else for several weeks to give time for at least 
a partial recovery from the operations, at which time, pus 
was discovered flowing into the nose from the maxillary 
sinus. The question arose whether the ethmoiditis was 
caused by a backing up of the pus into the ethmoid from 
the antrum through the ducts, or the reverse. 

However, I at once cut into the ethmoid and removed a 
large quantity of carious bone. The discharge from an- 
trum soon ceased, proving that the antral trouble orig- 
inated in the ethmoid. The boils promptly disappeared 
and no more have formed; also no hay fever or astma has 
manifested itself. Health excellent, and the patient has 
gained thirty pounds, 
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Case 3. Mr. M., 54 years of age, consulted me on May 
10th, 1898, complaining that for about seven years he had 
suffered severely with neuralgia; the pain starting from 
inner angle of right eye and extending first over the cor- 
responding side of the head, and eventually over the 
whole head. If his nose became occluded, the pain was 
more severe. For many years, a fluw of pus came from 
the right nostril, and the sufferer noticed that the pain 
was much greater when the pus ceased altogether or 
nearly so, than when there was free discharge. He had 
been treated by his family physician by both local appli- 
cations, internal medication and nasal spray. A resec- 
tion of the supraorbital nerve had been advised, but had 
not been carried out. 

Rhinoscopic examination disclosed a much enlarged 
right middle turbinated body from around which a puru- 
lent secretion was coming. The ethmoid cells were opened 
by the forceps and curetted, and although filled with pus, 
no dead bone could be detected. The pain subsided 
immediately, and in two months’ time the cure was appar- 


ently complete. In this case, only the anterior cells were 
involved. 


In my thirty-nine cases, the maxillary sinus was impli- 
cated in sixteen. Eight were carious. Suppuration of 
the whole cellular structure in eleven and anterior 
involvement of twenty-eight. 

215 Jefferson Avenue. 
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PLASMINE SOLUTION AS A RATIONAL CLEANS- 
ING AGENT. 


By A. D. McConacuir, M. D., 


BALTIMORE, MD. 


ASSISTANT SURGEON TO THE PRESBYTERIAN EYE, EAR AND THROAT 
CHARITY HOSPITAL. 


The necessity for cleansing solutions in the various dis- 
eased conditions to which mucous membranes are liable, 
has been productive of many and varied agents used in 
their treatment. Again in all wounds surgical or trau- 
matic, septic or nonseptic, a necessity for some cleansing 
agent has existed, for the purpose of washing away debris 
or detritus and thus favoring resolution or healing, either 
by lessening the chances for infection or neutralizing in- 
fection already present. Sterile water alone, or water 
containing in solution various antiseptic agents has been 
our means hitherto. Yet such solutions are more or less 
incompatible with the normal vitality and activity of the 
tissues and cells of the parts affected. True in cases of 
virulent infection the need for the strong germicidal so- 
lutions is apparent, yet even here their use may be and 
doubtless is detrimental to the reparative powers cf the 
tissues. 

To environ the tissues with their normal pabulum should 
be our aim, hence our solution should be as compatible as 
possible with the tissues of the budy and not laden with 
agents which while destructive to bacteria are also de- 
structive to normal functioning of the part. With this end 
in view for the past year I have been using a sterile aque- 
ous solution containing approximately the inorganic con- 
stituents of the blood in my treatment of all non-septic 
conditions of the eye, ear, throat and nose. Even in sep- 
tic conditions of the same by mechanically washing away 
infective material I believe to be more conducive to rapid 
restoration than by using more toxic and hence more in- 
compatible solutions. 
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In post operative conditions—e. g. after intra-nasal, 
pharyngeal, ocular or aural operations especially when 
done on non-infected parts, I know its use to be followed 
by more rapid and kindly repair. In the virulent infection 
of gonorrheal ophthalmia, when the stronger antiseptics 
are imperative, the urgent need of thorough cleanliness is 
seen, and here the solution answers well. That it has a 
more extended use in the post operative washing in gen- 
eral surgical and inflammatory affections I have no hesita- 
tion in predicting. 

After using it in powder form put up by a local druggist 
in proper proportion for solution I had Parke, Davis & Co. 
prepare a tablet which when dissolved in two ounces of 
sterile water gives the normal inorganic salts in the pro- 
portion found in the blood and in solution of about the spe- 
cific gravity of blood, but of course devoid of its albumi- 
nous constituents. 

Each tablet (called Plasmine) contains 

Sodium Chloride 


Sodium Phosphate 


Sodium Sulphate 
Potassium Chloride 


Potassium Phosphate 
Potassium Sulphate 

I am satisfied that a trial of this solution will prove itself 
satisfactory both to the patient and the doctor in those ir- 
ritative ocular and nasal conditions whether chemical,me- 
chanic or operative requiring a lotion to wash away irri- 
tant material and thus favoring a rapid restoration to the 
normal. 

That it is better tolerated than normal salt solution or 
sterilized water, borax drops, boric acid drops,etc.,I feel con- 
vinced from the patient’s statements. That it rapidly les- 
sens infection I have proven by noting the lessened multi- 
plication of various bacilli and cocci found in the various 
catarrhal conditions of the mucous membranes of the eye, 
nose and throat. 

I trust others will give it a trial and report their experi- 
ences. 

805 N. Charles St. 


Sodium Carbonate...............1 1/2 grs. 
1/2 grs. 
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PERSONAL OBSERVATIONS IN THERAPY.—VAL- 
SALVA’S METHOD REVERSED.—MUCO-CUTA- 
NEOUS LESIONS.—HEMOSTATIC FOR MUCOUsg 
SURFACE OPERATIONS.—A SPLINT FOR SEP- 
TAL OPERATIONS. 


By A. T. MITCHELL, M. D., 


VICKSBURG, MISS. 
OPHTHALMOLOGIST TO THE STATE CHARITY HOSPITAL. 


This article is published in the hope that to some read- 
ers at least sufficient novelty may be found to justify pub- 
lication, and the assurance is made that in the writer’s 
modest facilities for practice the measures enumerated have 
at least done no apparent harm. 

VALSALVA’S METHOD REVERSED. 


A consideration of the pressure exerted on the membrana 
tympani by this effort at expiration with outlets closed, in- 
volves oniy the simple calculation of the individual’s vital 
respiratory capacity and his capacity for forced expiration 
as indicated by some form of spirometer. With the first 
factor determined by individual measurement, and the sec- 
ond by spirometric registry, the normal atmospheric weight 
gives the third. 

Nothing is quite so familiar to us as this way of forcing 
air to the tympanum by using the expiratory muscles’ ut- 
most effort to reduce the volume of the air in a previously 
expanded chest. 

The result in forcing out the drum membrane can be as 
above shown accurately expressed in definite values. 

Allowing for the difference in inspiratory and expiratory 
efforts in individual sets of muscles,I venture the claim that 
the same factors will figure in the estimation of the force 
exerted in the following manoeuvre for decreasing in- 
stead of increasing intra-tympanic atmospheric pressure. 

If with the tragus pressed in the external auditory mea- 
tus as far as possible after forced expiratory effort, the an- 
terior nares closed and the greatest possible inspiratory ef- 
fort made, it stands to reason that there must be a decrease 
of pressure in the upper respiratory tract. 

Granting that the space occupied by the air of an ordi- 
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nary inspiration at the average in America, as being 24 cu. 
in., and that taken in by an extraordinary inspiration 100 
cu. in., we add 124 cu. in. to the 100 cu. in. of air residing 
in the lungs after the forced expiration. 

The atmospheric pressure being taken as 30 inches of 
mercury if we disregard the pressure of air in the external 
auditory canal, that is above normal when the tragus is 
forced in, we have the subjoined ratio. 

224:100—X :30, and X=7.2 inches of pressure, an in- 
crease on the drum area of twice the normal at least. 

When, after forced expiration, we close the mouth and 
nose, and inspire, decrease in the density and pressure of 
the gases concerned are FIRST felt in the noseand naso- 
pharynx, because the volume of the coniined air is én- 
creased FIRST in the lowest lung space by the descent of the 
diaphragm an the ascent of the elevators of the ribs. Such 
being the case, a comparative vacuum is made in the Eus- 
tachian tube and middie ear. 

This condition would naturally draw everything down- 
ward, and in the event of iluid in those regions its move- 
ment towards aerial equilibrium is inevitable. 

That this may be applied with benefit to exudates in the 
middle ear, is as] regard it, comparable to the question of 
deciding on the advisability of forcing air into the tym- 
panum by catheter, bag or auto-inflation when desirable; 
or evacuating fluid by incision, or by auto-suction as! cal! 
this little procedure. 

In my own experience, I have never seen the fluid line 
plainly marked on the membrane without making a free 
outlet. 

In many, and the great majority of cases, when I was 
reasonably apprehensive of fluid mucus in that cavity, I 
have used this method tentatively with certainly no harm 
to the case, and yet with the feeling that in the absence of 
definite reasons for paracentesis, I had an anchor to wind- 
ward. 


MUCO-CUTANEOUS LESIONS. 


In the treatment of all conditions of mucous surfaces one 
great condition for the repair of tissue cannot be fulfilled. 
This is asepsis, and in the futility of our meagre efforts in 
that direction, we every day see ourwounds heal while 
bathed with nasal and oral fluids alive with pathogenic 
bacteria, and know that this rapidity of repair is because 
of the great blood supply. After using our best efforts to 
remove as many bacteria as possible from the spot in ques- 
tion, we have not the advantage of the general surgeon in 
being able to put an antiseptic compress on with a band- 
age over our operation wound. 
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That we may, in a measure, prevent excessive infection 
in our broken mucous surfaces, is, I believe, best done with 
the application of some profective covering. The principle 
that I wish to point out in the recommendation of the com- 
pound tincture of benzoin is the property of all gums to be 
precipitated from an alcoholic solution by the presence of 
water. 

In splits of the nasal vestibule, abrasions, incisions for 
small abscesses of vibrissae follicles, for lesions of the la - 
bia, the stump of a shortened uvula, and for many other 
purposes where a tenacious, invisible coating is needed 

. that is in itself antiseptic, it is effective. 

| useit constantly as an application after every operation 
in the nose involving loss of blood as a hemostatic, and in 
the final stages of ulcers of the cornea,when the base of the 
ulcer is clear, I use it as a protective in lieu of the band- 
aged lids. 

A small pledget of cotton on an applicator dipped in it 
will leave on any moist surface a precipitate of gum ben- 
zoin. 

As a saturation for the ordinary gauzes, it is possibly 
more desirable than any, where the requirement is not so 
much drainage as the establishment of a permanent open- 
ing. 

A HEMOSTATIC FOR MUCOUS SURFACE OPERATIONS. 


The suprarenals of sheep desiccatedas by Armour & 
Co. ina saturated extract in a saturated solution of boric 
acid will permit of an inferior turbinate being sawed off 
with no more loss of blood than two pledgets of cotton on 
tooth picks will remove. 


A SPLINT FOR SEPTAL OPERATIONS. 


Instead of fixed sizes and shapes of hard rubber splints, 
I have used in three late operations requiring the fracture 
of the septum, splints made of rolls of the common adhe- 
sive plaster doubled so that the adhesive sides are in con- 
tact with the mucous surfaces, and also holding the folds 
of the splint together. Small holes can be cut into it, and 
its cavity made to support the walis by stuffing cotton wet 
with an antiseptic solution into it. In dressing after the 
operation, it is only necessary to remove the cotton from 
its center, irrigate, and replace the antiseptic cotton freshly. 
It is clean, simple and so far successful that I shall con- 
tinue to employ it. 
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ABSTRACTS FROM CURRENT OTOLOGICAL, RHINO- 
LOGICAL AND LARYNGOLOGICAL 
LITERATURE. 


Otitis Mediaand Earachein Lobar Pneumonia of Children. 


MELTZER, J.S. ( Phila. Med. Jour., Aug. 5, 1899.) 
The author has observed a sufficient number of cases of 
lobar pneumonia in children at the beginning of which ear- 
ache was a first and predominant symptom to make him 
think there is some casual relation between the two. He 
reports a number of cases as evidenceof this, but in none 
of them did the earache terminate in suppuration. He 
thinks the pneumococcus may be the cause as it has been 
found in the discharges from suppurative ears or that pos- 
sibly the earache is only a sympathetic pain of the chron- 
ically inflamed drum, since the initial earache nearly al- 
ways occurred in ears which at some time or other had 
been the seat of an inflammation. Richards. 


Conveyance of Infection Through the Medium ofthe Ear 
Syringe. 

Topp, F.C. (Journ. Amer. Med. Assn., Oct. 14, 1899.) 
Finding the ear syringes in common use to containmany 
bacteria after they had been in use for awhile and being 
unable to boil them on account of the leather packing, the 
author now uses a fountain syringe with a separate glass 
tip for each patient and also a bulb syringe with a valve at 
each end and terminating ina removable point. (If the 
point is all that is at fault, the common, large, metallic, 
piston syringe can still be used since its point is remova- 
ble and can be boiled as readily as any instrument.— Re- 
viewer. ) Richards. 
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Treatment of Suppuration of the'Middie Ear With’Acetanilid. 
LiBBEY, GEO. F. ( Med, News, Oct., 1899.) A number 
of cases of suppuration of the middle ear are reported in 
which satisfactory and fairly rapid results were obtained 
by the use of finely powdered acetanilid as a topical ap- 
plication to the diseased middle ear. The ear is first 
cleansed with cotton on an applicator; this is followed by 
the use of peroxide and the ear and canal then wiped per- 
fectly dry. Finely powdered acetaniiid is now insufflated 
into the middle ear in as close contact to the suppurative 
membrane as it is possible to get it. The process is re- 
peated daily. In the author’s cases the time required to ef- 
fect a cure varied from a few days to several weeks. Where 
it was possible to keep track of the cases the proportion of 
of recurrences was found to be small. Richards. 


Infective Sinus Thrombosis, its Symptomatology and 
Diagnosis. 


WHITING, FRED. (Journ. Amer. Med. Assn., Oct. 28, 
1899.) The principal question considered is that of symp- 
tomatology and diagnosis and their determining factors. 

As regards the technique of operation there are two con- 
siderations of paramount importance, viz., the control of 
hemorrhage and proportional reduction of shock and ra- 
pidity in the performance of the needful operative meas- 
ures. No precaution can be too elaborate and no attention 
to detail too great in the matter of lessening the loss of 
blood. At the best it is frequently considerable and when 
this occurs no time should be lost in the performance of 
intravenous infusion of normal saline solution at a high 
temperature and in sufficient amount. Where toward the 
end of operation the heart action becomes labored and fail- 
ure imminent, the intravenous infusion speedily allays the 
condition, the flagging energies of the heart are augmented 
and with the assistance of hypodermic stimulation thence- 
forth sustained. The operator should sacrifice every de- 
tail save cleanliness and thoroughness to the demands of 
time, a few moments more or less being important elements 
in a favorable or unfavorable termination. 

Clinically the course of sinus thrombosis may be divided 
into three stages with local and systemic manifestations; 
the anatomic appearances of the sinus wall, the pathologic 
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changes in the clot and the signs of circulatory obstruc- 
tion may be denominated as local factors; while rapid and 
excessive fluctuations of temperature, frequently repeated 
rigors, peripheral or central metastases, embrace the es- 
sential systemic symptoms. 

First Stage—Presence of a thrombosis, parietal or com- 
plete, not having undergone disintegration and accompa- 
nied by slight or moderate pyrexia, rigors being usually 
insignificant or absent. 

Second Stage—Presence of a thrombus, parietal or com- 
plete, which has undergone disintegration with resulting 
systemic absorption, characterized by frequent rigors and 
pronounced septicopyemic fluctuations of temperature. 

Third Stage—The thrombus has undergone disintegra- 
tion with systemic absorption, rigors, rapid and great fluc- 
tuations of temperature, and central or peripheral embolic 
metastases, terminating usually in septic pneumonia, en- 
teritis, or meningitis. The diagnosis in the first stage is 
seldom made preliminary to the operation for mastoiditis; 
its detection follows as arule the recognition by the oper- 
ator of extension of the carious disease through the inner 
table along the course of the sigmoid groove or at some 
point in the vicinity. Granulations from an eroded dura 
may be already protruding into the pneumatic spaces of 
the mastoid, the removal of which carries the operator to 
the parietal wall of the sigmoid sinus and to the uncovering 
of the same, and the finding of a thrombus. tecovery is 
here possible, though improbable, without operation on 
the sinus. If it take place it is by obliteration of the sinus 
lumen. Such a termination is not to be expected. The 
only safeguard against encountering the increased gravity 
of the second stage is to operate at once on recognition 
and the prognosis in skillful hands and in the absence of 
unfavorable complications is exceedingly favorable. 

The interval between the first and second stage is brief 
and usually heralded bya sharp rigor. The symptoms of 
this stage (already given) are quite irreconcilable when 
associated with suppurative inflammation of the ear, with 
any ailment other than infective inflammation of the sinus. 
The general symptoms of this stage are those of septico- 
pyemia and the manifestations are the results of the. dis- 
semination through the blood and lymph channels of pa- 
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thogenic micro-organisms liberated for distribution by dis- 
integration of the thrombus. In this stage the features of 
the patient assume a distressed and anxious look; the 
countenance is frequently suffused with copious colliqua- 
tive perspiration; loss of appetite and constipation; respi- 
ration shallow and frequent, fluctuations in the tempera- 
ture rapid and excessive, with repeated severe rigors. 
While the diagnosis is frequently difficult and the 
symptoms irregular there are certain pretty constant de- 
termining factors. These are rigors, which may be 
expected in four-fifths of the cases, though occasionally 
wanting. The cases in which the rigor was not repeated 
are few and the severity of the conditions in proportion. 
The persistent profuse sweating in the severe cases is one 
of the most distressing symptoms, weakening the individ- 
ual and hastening prostration. These may keep up in 
fatal cases to a few hours before death. The fluctuations 
of temperature are significant. The marked pyrexia is 
subject to frequent remissions; at times the febrile period 
will be extremely brief, a space of two hours sufficing for 
a temperature range of 6° F. This high temperature is a 
valuable guide and warning to the septic complications to 
be expected. Of 95 cases of metastatic sinus thrombosis 
recorded by Hessler, but 12 exhibited temperatures of 106° 
F., and of 26 cases which were free from metatases, not 
one approached this degree. The pulse and respiration 
are at first moderately accelerated, until with advancing 
toxemia the pulse becomes feeble and reaches 180or be- 
comes too feeble to count; the breathing is similarly em- 
barrassed reaching as high as 50 per minute. Vertigo and 
vomiting are present in some uncompiicated cases, but are 
more frequent when meningitis is present as a complica- 
tion. Consciousness is a variable symptom, frequently 
remaining unimpaired till death; again there may be 
speedy loss of it associated with mild delirium. A mild 
form of delirium does not necessarily imply greatly in- 
creased gravity in the case, and may be due to a minute 
non-infective cerebral embolus, but if prolonged with oc- 
casional periods of violence the prognosis is distinctly bad, 
for coma supervenes, and speedy dissolution ensues. 
Simultaneous with these manifestations appear what 
may be denominated local signs of circulatory embarrass- 
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ment or obstruction. These symptoms are hemicrania 
varying in severity, radiating from the ear over the cor- 
responding side of the head. Tenderness in the upper 
portion of the posterior cervical triangle, dependent upon 
phlebitis of the deep veins of the neck has been a pretty 
constant symptom. The so-called Griesinger’s symptom 
is anedema of the occipital region extending downward 
and implicating the nape of the neck, due to phlebitis and 
obstruction of the mastoid and occipital veins. Ger- 
hardvw’s symptom is elicited by laying the finger, with suffi- 
cient force, across the course of the external jugular of the 
affected side, to cause obstructive pressure, when it will 
be noted that the vessel] exhibits but slight turgescence or 
none at all, while on the healthy side the external jugular 
becomes pronouncedly engorged on the application of 
pressure. Moderate edema of the eyelids has been ob- 
served, but is not constant. Neuroretinitis is present in 
about fifty per cent. of cases. Tenderness along the 
course of the internal jugular in the neck manifests itself 
in the late second or beginnirg third stage. In the third 
stage all symptoms are augmented with the additional 
ones due to the direct result of the dissemination of septic 
emboli. Here the hopes of successfully combating the 
disease rapidly diminish though so remarkable have been 
some of the cures that all hope should not be abandoned 
until the patient is in extremis. The disintegrated embol- 
ic masses are swept along with the blood stream until they 
meet an obstruction and there begin theirinfective inflam- 
mation. Should this stage be protracted a series of ab- 
scesses situated over the whole body may appear. These 
masses find their way into the general circulation through 
the medium of the jugular vein, hence the necessity for 
ligating this vein. Even when this fails to realize its full 
purpose itin no wise discredits the operative procedure. 
Metastatic abscesses of the abdominal viscera occur with 
less frequency than in other parts, as the bronchi and 
lungs, these being affected one and one-half times oftener 
than the combined other structures of the body. When 
possible evacuate the metastatic abscess and drain, allow- 
ing healing by granulation. Death in this stage occurs 
from pulmonary and pleural involvement, meningitis, ab- 
scess of the brain and general sepsis. Published statistics 


| 
4 
4 
{ 
} 


340 ABSTRACTS FROM OTOLOGICAL AND 


show that numerically by far the greater proportion of 
cases of sinus thrombosis are operated upon late in the 
second stage of the affection, and it may be expected that 
except in rare cases the first stage will escape detection. 
The earlier the diagnosis can be made the lower will be 
the mortality, hence the nevessity for a more thorough 
study of the symptomatology. Richards. 


Ossification of the Auricie and the Roentgen Rays. 

WassmunD. ( Deut. Medicin. Wochensch, July 6, 1899.) 
Since Bochdalek’s report of ‘‘A Physiologie Ossification 
of the Auricle’’ in 1866, only few similar cases have been 
mentioned in medical] literature. These cases are those of 
Voltenini in 1868, Zudder in 1870, Schwabach in 1885, Lin- 
smayea in 1889 and Knapp in 1892. 

The histologic researches of Bochdalek and Knapp 
showed theirs to be genuine cases of transformation of 
cartilaginous into bony tissue. The rest of the above 
mentioned cases were diagnosed simply by the physical 
appearance of the auricle. The author has by the means 
of the X ray convinced himself of the genuineness of his 
case of ossification of the auricle, ina man 49 years of age. 

Oppenheimer. 


A Foreign Body inthe Middle Ear for Two Years. 

HAIKE, H. ( Deut. Medicin. Wochen. Berlin, July 6, 
1869.) <A girl, ten years of age, who had two attacks of 
diphtheria in 1896 without any aural complication after 
a third attack of diphtheria in 1897, oozing of pus from the 
left ear was noticed which continued with some remissions 
until the present time. This condition was presumed to be 
a sequela of the several attacks of diphtheria. A careful 
examination of the ear, however, revealed a dark foreign 
body wedged in the middle ear, which could not be re- 
moved in toto. Small pieces were detached and submitted 
to examination. They proved to be pieces of cinnamon. 
The author concludes that the original foreign body was, 
no doubt, a small piece of cinnamon which entered the ear 
unnoticed, without causing any injury or even inconven- 
ience to the patient. By a co-existing chronic otitis media 
the pus distended the small piece of cinnamon during the 
course of two years to such dimensions that it filled up the 
whole of the middle ear and caused dizziness and headache 
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to such a degree that the parents brought the child to the 
Charity Hospital under the observation of the author. 
Oppenheimer. 


II.—NOSE AND NASO-PHARYNX. 


Primary Sarcoma of the Nose. 

Harris, THos. J. (Phila. Med. Journal, June, 1899.) 
The author reports five cases of his own in detail and 
briefly fifty-seven cases, reports of which have appeared 
in current literature since Bosworth’s report in his Diseases 
of the Nose and Throat of 1889. Dr. Harris’ conclusions 
are: 

**1, The cause of sarcoma of the nose is in no wise de- 
termined. 

2. Degeneration of nasal polypi is strongly probable. 

3. Sarcoma may occur at any age, but is most liable to 
occur between forty and fifty. 

4. Allforms of sarcoma are found in the nose, the 
round cell and spindle cell appearing with about equal fre- 
quency. 

5. Sarcoma can spring from any portion of the nose, 
but the cartilaginous septum is the most common site. 

6. Sarcoma develops insidiously, but obstruction to 
breathing and epistaxis are the chief symptoms. 

7. Sarcoma is seen most frequently as a pinkish red 
tumor, rather soft, provided with a pedicle. 

8. The prognosis is bad; over one-half die. 

9. The round cell variety is the most fatal form. 

10. Operation is indicated at the earliest moment.”’ 

‘Richards. 
Anatomic Variations of the Nasal Chamber and Associated 
Parts. 

CryER, M.H (Journ. Amer. Med. Assn., October’ 14, 
1899.) It is absolutely impossible to do this paper, with 
its thirty-one illustrations any justice within the limits of 
an abstract. Touching as it doesa field of great impor- 
tance to every worker in the nose the reviewer would urge 
every reader of this journal to read the whole of Dr. Cry- 
er’s paper. Richards. 
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Nasal Catarrh; its Surgical Treatment. 


SuMNER, ARTHUR F. (Jour. of Medicine and Science, 
Sept. 1899.) A review of the physiology of nasal breath- 
ing and the symptoms which follow nasal obstruction ac- 
companied by diagrams illustrating some of the more com- 
men causes of obstruction in the middle and anterior nares. 

Richards. 


Chronic Empyema of the Accessory Nasal Cavities With Re- 
port of 7 Cases. 


Stout, Geo. C. (Phil. Med. Journal, Aug. 26, 1899.) 
These cases were largely frontal combined with antral 
empyemas and illustrate the frequent coincidence of the 
two. A review of the various theories as to causation of 
these empyemas is given and the opinion expressed that 
most cases of empyema of the accessory cavities are caused 
by hypertrophic conditions of the nasal mucous membrane 
which close up the infundibulum, osteum maxillaire, and 
other openings. The author regards chronic antral in- 
flammation as frequently coincident with trouble in the 
frontal sinus and says this should be carefully looked for 
before operating on the antrum. This fact is attested, on 
the post mortem table, by the frequent absence of any et- 
iologic factor in the antrum, and by the action of gravity 
which would naturally cause pus from the frontal sinus to 
make its way into the antrum. The researches of Cryer 
and others have shown that these are frequently freely 
connected. A brief review of the various methods of op- 
eration are given. Paracentesis for frontal sinusitis is 
discussed somewhat fully and recommended in appropri- 
ate cases. Richards. 


An Anatomic Pointin the Etiology of Naso-Pharyngeal 
Disease. 


BROWNE, LENNOX. ( Phil. Med. Journal, Aug. 26, 1899.) 
A reassertion of a statement first made in the author’s text 
book (second ed. 1887) that ‘‘As a matter of experience I 
have long ago come to the conclusion that, while ease and 
completeness of postrhinal examination depend almost en- 
tirely on the amount of space at command between the 
uvula and the posterior pharyngeal wall, so also does this 
condition favor diseasein the region under consideration— 
that is to say the wider the distance between the soft pal- 
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ate and the pharynx, the more surely one may expect on 
examination to find postnasal trouble.’’ This statement 
which had been challenged by a reviewer in the British 
Medical Journal is confirmed by the report from Gerber’s 
Poliklinik in KOnigsberg for the five years ending 1896 who 
says in referring to the etiology of ozena, ‘‘The nasal 
cavity is broader and shallower, the septum is shorter from 
before backward, and the depth of the naso-pharynx isin- 
creased. Measuring in 100 cases showed that in ozena 
the septum was shorter from before backwards by three 
milimeters, while the diameter of the naso-pharynx in the 
same direction was correspondingly increased.’’ Lennox 
Browne explains this as due to a want of ‘correlation be- 
tween the growth of the child and the ethmoid structures 
and began as an incident of embryonic life.”” He con- 
cludes by saying that atrophic rhinitis is associated with 
undue patency of the nasal orifice, nasal vestibule, nasal 
fosse and of the naso-pharyngeal space. Opinions on 
this subject are invited by the author. Richards, 


IIIL.—MOUTH AND PHARYNX. 


Tuberculosis of the Pharynx. 

THEISEN, C. F. (Journ. Amer. Med. Assn., August 12, 
1899.) Two casesof pharyngeal tuberculosis are reported, 
one of which with pharyngeal uvular and tonsillar ulcera- 
tion and with extensive lung involvement ran a rapid 
course and terminated in death six weeks after coming un- 
der observation; the other had a slight superficial pharyn- 
geal ulceration directly back of the uvula with a small 
ulcer in the interarytenoid space. The pulmonary involve- 
ment was moderate. Under treatment with orthoform and 
lactic acid the pharyngeal ulceration healed. The author 
then discusses the differential diagnosis between this dis- 
ease and carcinoma and syphilis and remarks that cases 
which clinically present all the appearances of tuberculo- 
sis frequently get well when iodide of potassium is admin- 
istered (an experience which many others have had.) 
The question as to the part played by the tonsils and ade- 
noid tissue in the etiology of tuberculosis is taken up and 
a preliminary report of some bacteriologic investigations 
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given. Tubercle bacilli were found in two tonsils but none 
in adenoid tissue. The author, however, believes that if 
all extirpated tonsils and adenoids were subjected to care- 
ful histologic and bacterial examination, tuberculous con- 
ditions would be more frequently found. An exhaustive 
bibliography follows. Richards. 
Accessory Thyroid Tumors at the Base of the Tongue. 

SCHADLE, JACOB E. (Journ. Amer. Med. Assn., Aug. 
11, 1899.) The author records a case of accessory thyroid 
occurring in a woman of twenty-five who was anemic and 
complained of insomnia and gastric derangement. Al- 
though 133 lbs. in weight she was poorly nourished and 
evidences of nervous exhaustion were marked. At the 
base of the tongue was a tumor the size of an English wal- 
nut, covered with mucous membrane, intensely vascular, 
and at times almost entirely filling the fauces. During the 
menstrual period it was larger and more vascular. It was 
hard and immovable to the touch; there was no pain; 
speech was thick and non-resonant; the larynx and epi- 
glottis were normal. Electrolysis reduced the size of the 
tumor somewhat but was followed frequently by consider- 
able hemorrhage. The patient was referred to Dr. Mc- 
Burney, who operated by a median incision from the 
symphysis menti to the hyoid bone, pushed aside the 
muscles of the base of the tongue and enucleated the tu- 
mor. Microscopically it was found to bea ductless gland 
of the thyroid type—an accessory thyroid. Dr. Schadle 
quotes some cases from the literature of the subject. 

Richards. 
Observations on Adenoids and Enlarged Tonsils and their 
Removal. 

WISsHART, D. J. Grips. (Phil. Medical Journal, October, 
1899.) A review based on 103 operations; males, 47; fe- 
males, 56; faucial tonsils alone, 24; males, 6; females, 
18; third tonsil alone, 31; males, 17; females,14; faucial 
and pharyngeal tonsils, 48; males, 24; females, 24. Un- 
der five years of age 24%, between five and nine years52% 
and over nine 24%. Nineteen cases were re-examined and 
twenty per cent. of these showed a persistence or recur- 
rence of some portion of the growth. The author thinks 
the most satisfactory method of examination is by inspec- 

tion through the nose and deprecates the examination by 
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means of the index finger in the pharynx of the child, 
since it is disagreeable for both patient and physician, en- 
dangering the loss of the child’s confidence. He objects 
to any palliative procedures, regarding them as a waste of 
time, if there are positive symptoms dependent on these 
enlargements. As arule and always when adenoids are 
present he operates under profound anesthesia and usually 
under chloroform and says that thorough work cannot be 
done by a hasty scraping of the naso-pharynx in a strug- 
gling patient. The recurrence of the growth if it takes 
place is to be expected in those cases where no anesthetic 
is used. He operates in the recumbent position, and after 
the tonsils have been removed draws the head down over 
the edge of the table for the removal of the adenoids. 

Two cases resulted fatally, one from an attack of scarlet 
fever and.the other from theanesthetic. (This latter may 
be added to the growing list of deaths from chloroform in 
connection with operations for the removal of adenoid 
growths—Reviewer.) Richards. 


Surgical Diseases of the Faucial Tonsils-. 


StronG, T. M. Med. Gazette, July, 1899.) <A 
review of the subject in which the following points are 
emphasized: the anatomic construction of the supraton- 
sillar fossa and its liability to retain secretion in the lacune. 
As the lacune are largely out of sight they may be easily 
overlooked and an insufficient amount of trouble be found 
to account for the symptoms complained of. Small tonsils 
with obstructed lacunae may be more troublesome than 
much larger ones with wider open crypts. [The reviewer 
has several times had occasion to clinically verify these 
observations.] Cartilaginous or bony deposits in the ton- 
sil are probably of congenital origin. There is a form of 
paroxysmal cough which has its origin in a pathologic 
condition of the tonsil, operating reflexly through the 
pneumogastric and a case history is given which evidences 
this. A young woman had a persistent hacking cough, 
evidently reflex. Careful examination failed to find its 
cause until the probe touched a point in the right tonsil, 
irritation of which produced a paroxysm of coughing. Re- 
peated tests confirmed this although the tonsil was small 
and apparently not troublesome. Removal of the tonsil 
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cured the cough. A brief resumé of the usual operative 
procedures is given and the claim made that pure hydro- 
gen dioxide is the best styptic for hemorrhage in the throat 
or nose. Richards. 


Peritonsillar Abscess. 


Cops, FREDERICK C. (Boston Medical and Surgical 
Journal, July 27, 1899.) As a result of his anatomic 
studies the author has demonstrated that the pharyngo- 
maxillary space can easly contain three or four drams 
of fluid and claims that many cases of peritonsillar ab- 
scess owe their clinica] appearance to the accumulation of 
pus in this space, thereby forcing both the tonsil and peri- 
tonsillar tissues forward and upward. The pus is prevented 
from forcing its way backward among the great vessels of 
the neck by the septum formed of the styloglossus and 
stylopharyngeus muscles. Occasionally this burrowing 
has occurred. The cases seen were too far advanced for 
abortive treatment. The usual point selected for incision 
was in the median line above the tonsil, between the root 
of the uvula and the gingivopalatal fold. Some of the 
punctured cases closed too'soon; this he regards as due 
to the varying direction of the muscle fibres of the anterior 
pillar and the superior constrictor, the openings sliding 
over each other so as to close the vent made by the knife. 
‘*By far the most usual point of passage of pus was found 
to be between the pillars of the fauces above this tonsil, 
suggesting that to puncture in this locality would be fol- 
lowing nature’s indication.’’ He states that the date of 
relief was exactly the same in the unpunctured asin the 
punctured cases, viz., a fraction under seven days. Forty- 
four cases were examined and in none of them was there 
found to be any relation between rheumatism and periton- 
sillar abscess. The supratonsillar fossa and the infraton- 
sillar space offer the surface for puncture most free from 
anatomic obstruction and puncture anterior to a plane 
passing through the posterior pillars cannot injure the 
great vessels if the knife be kept at all times anterior to 
such a plane. Richards. 
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Diphtheria and Wembranous Croup. 


PotrTer, THEODORE. (Phil. Med. Journal, July, 1899.) 
The two diseases are considered to be one and the same 
and the difference in constitutional severity is explained to 
be due to the different anatomic construction of the parts 
involved. ‘‘Admitting the undeniable fact that general 
toxemia in the modern bacteriologic sense is compara- 
tively slight in membranous croup, though the germs of 
diphtheria are also undeniably present, we may explain 
the fact without violence to reason or established patho- 
logic principles. The larynx is a cartilaginous box, lined 
over its larger part with a thin and tightly placed mucous 
membrane. This box is much less freely supplied with 
lymphatics and lymphoid structures, in a word, with ab- 
sorbing structures. The nose, naso-pharynx, pharynx 
and fauces including the various aggregations of adenoid 
tissue called tonsils, form a very hot-bed not only for the 
growth of germs and the accumulation of morbid secre- 
tions, but furnish favorable conditions for the absorption 
of such morbid products. An acute laryngitis with hoarse- 
ness and mucopurulent expectoration is usually accompa- 
nied by but slight disturbances of a septic nature; and 
this, though the expectoration is swarming with bacteria. 
The same is true of an ordinary acute mucopurulent bron- 
chitis. Only when the bronchitis extends into the deeper 
parts of the lungs, where the anatomic condition is quite 
different from that of the larynx and bronchial tubes, 
where the absorption is free and rapid, only then do high 
fever and the other evidences of sepsis appear. And so 
above the larynx, an acute mucopurulent tonsillitis, the 
so-called follicular tonsillitis, is usually complicated by 
high fever, by general septic intoxication. 

Is not this the key to the situation in the typical cases of 
membranous laryngitis? The conditions and agents for 
absorption are present in but slight degree. It is strange, 
therefore, that there should be but slight cervical adenitis, 
but slight fever, and an entire lack of the general disturb- 
ances and degenerations of muscle, nerve center, kidney, 
and other glandular organs, which in naso-pharyn geal 
diphtheria result from toxins absorbed from a larger, more 
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active, deeper, and more freely absorbing diseased area?’” 
The author thinks the isolated case of diphtheria occurs as 
often as the isolated case of membranous croup and re- 
gards both as primarily a local disease with secondary 
constitutional manifestations. ; Richards. 


The Treatment of Incipient Laryngeal Cancer. 

SCHEPPEGRELL, W. (Med. News, Aug. 5, 1899.) The 
only hope in any operative procedure is based on a very 
early diagnosis and complete immediate removal of all dis- 
eased tissue. If this cannot be done reliance must be had 
on palliative measures since ‘‘when the malignant disease 
has advanced to such a degree as to require the complete 
extirpation of the larynx for its removal the prognosis is 
not only very unfavorable but many operators have even 
doubted its justifiability on account of its attending dan- 
ger, high mortality and the mutilated condition of the pa- 
tient after the operation.”’ 

Successful endolaryngeal operations have been per- 
formed by several operators. It has the disadvantage 
that it is difficult to fix the limits of the disease and to to- 
tally eradicate. Thoyrotomy or some modification of it 
preceded by a tracheotomy seems to offer the best results 
with the least risk. If done early enough there is a fair 
chance of removing all the growth. Up to the present 
time the mortality in complete extirpation has been 84%; 
certainly a high mortality and sufficient to deter any but 
the boldest operator. Richards. 


Dysphonia— Relief With the Galvanic Current. 


Curisty, T.C. (Phil. Medical Journal Sept. 9, 1899, 
Oct. 21, 1899.) After citing the various causes of dys- 
phonia the author reports a number of cases showing the 
remarkable improvement which takes place under the use 
of the constant current. Its advantages are that it is easy 
of application; soothing and agreeable to the patient; re- 
lieves the congestion, pain and irritation; does not excite 
pain or spasm of the glottis or trachea; relieves the swol- 
len lymphatic glands; cures more promptly than any other 
agent, while the patients recognize its value and return 
regularly for its application. An electrode is used which 
adjusts itself readily to the episternal notch. The active 
electrode is the positive and is placed first over the trachea 
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at the episternal notch while the negative is placed over 
the nape of the neck close to the hair line or over the thick 
muscular layers on either side of the neck. The posterior 
electrode is changed only to relieve the burning sensation 
which after long application sometimes becomes very 
acute, while the anterior is placed over the various por- 
tions of the larynx which are available. The strength of 
the current is adapted to the individual; it should not be 
painful. The operator should test the current before ap- 
plying. As improvement takes place the strength of the 
current is to be weakened. The duration of the treatment 
depends on the strength of the current «mployed and on 
the degree of reddening of the skin which results. (5 to 
10 minutes at a sitting.) It should be discontinued before 
producing pain. The electrodes are to be kept moist with 
warm salt solution and are not to be changed in position 
without first removing them from the patient. When the 
current is sent directly through the larynx, reduce the or- 
iginal current one half and tilt the electrodes on their 
sides. The aim of treatment ‘‘is tosecure a current which 
is perfectly agreeable and soothing during the application 
and which relieves the condition existing if judiciously ap- 
plied.”” (The reviewer can testify to the value of Dr. 
Christy’s methods both as a treatment by itself and as an 
adjunct to local laryngeal applications. In sub-acute and 
chronic hoarseness with relaxation of the cords the appli- 
cation of the constant current as suggested by the author 
has produced better and quicker results than other meth- 
ods, with the decided advantage that the treatment is not 
disagreeable to the patient. On the contrary they appre- 
ciate its value and return for its application. ) . 

Richards. 


Prognosis of Laryngeal Tuberculosis. 


Levy, Ropert. (Journ. Amer. Med. Assn., Sept. 16, 
1899.) Dr. Levy regards laryngeal tuberculosis as more 
curable than it has been frequently considered. He ad- 
mits that proof of cure is hard to get. He would regard a 
case as cured in which all active indications of disease fail 
to recur in two and in some cases after one year from their 
cessation. In’ the diagnosis, irregular spots of redness, 
characteristic anemia, typical infiltration and soft papillo- 
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matous excrescences are sufficient guides for the experi- 
enced. The cases of the infiltrative and papillomatous 
variety did better than the ulcerative. The pulmonary 
conditions may continue to grow worse at the same time 
that the laryngeal conditions are improving. No line of 
treatment is given; cases should be individualized and the 
treatment adapted to the needs of the particular patient. 
Richards. 


Remarks Concerning the Operative Treatment of Carcinoma 
of Larynx. 


SENDZIAK, JOHANN. (Monatschrift fiir Ohrenheilkunde, 
Sept. 1899.) The author gives statistics concerning the 
operative treatment of 640 cases of malignant disease of 
larynx. 

The year 1888, that of the death of Emperor Frederick 
III, he takes as a sort of culminating point and arranges 
his statistics accordingly as, ‘‘up to 1888,’’ and ‘‘from 
1888-1898.’’ His classification of the various operations 
and results can be gathered from the accompanying sche- 
matic arrangement of his statistics as put together by the 
reviewer. 

By complete cure, the author understands these cases 
with altogether favorable results for three years. 

By relative cure, favorable conditions persisting for one 
year. 

The operation of partial excision covers the cases where 
portions of the cartilages are removed, while laryngo fissure 
is limited entirely to operation on the soft parts. 

His conclusions are as follows: 

1. -In the present condition of our knowledge of malig- 
nant disease of larynx, operative treatment is the only 
treatment justifiable. 

2. Very favorable results are obtained when the opera- 
tion is done during the early stages of the disease. 

3. Laryngo-fissure and partial excision are the most 
successful methods. The first gives better results as to 
healing and is the safer, while the latter is more favorable 
as regards recurrence. 

4. Total extirpation should not be considered too un- 
satisfactory although the statistics as to cure are not very 
favorable. Allen. 
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Cummata of the Larynx. 

Corbes,H.( Deutsche Medicinische Wochenschrift, June, 
1899.) The writer refers to the nurnerous clinical mani- 
festations of syphilis and the difficulty often present in 
making a diagnosis without the aid of the microscope. By 
way Of illustration he mentions the case of a woman, who 
consulted him for complete aphonia. Laryngeal examira- 
tion showed infiltration of the left side of the larynx, in- 
volving the ary-epiglottic folds, arytenoid cartilage and 
ventricular band. Springing from the ventricular band a 
tumor was visible. No history of specific infection could 
be elicited and malignant disease was thought of. A 
small section of the growth was subjected to microscopic 
examination and iodid of potassium administered in- 
ternally in large doses. Under this medication the growth 
disappeared, the infiltration became less and the patient 
made a complete recovery. Oppenheimer. 


A New Instrument for the Application of Nitrate of Silver in 
Substance to the Larynx. 


CuBE. (Deuts. Med. Wochensch., Aug., 1899.) The 
instrument consists of a piston syringe and a suitably bent 
canula, which is introduced into the larynx. The can- 
ula terminates in a solid button, with a shallow depres- 
sion in the center. Melted stick silver is poured into the 
depression which is in the shape of a mould. 

About the mould area number of small openings through 
which a salt solution is injected after the silver nitrate has 
been applied. This protects the surrounding tissues from 
the action of the caustic. The author has been very suc- 
cessful with the use of the above instrument in the treat- 
ment of syphilitic ulcerations and small laryngeal polypi. 

He cites the case of a singer whose voice became rough 
and hoarse in the middle and lower tones. On the left 
vocal cord was seen a condition of venous engorgement 
and dilatation. This well cauterized with a complete res- 
toration of the singing voice. Oppenheimer. 


MISCELLANEOUS. 
Phenol-natro-sulfo-ricinicum in Rhino-Laryngology. 
BAUMGARTEN, Eomont. (Wiener Klinische Wochen- 
schrift, No. 35, Aug., 1899.) The author gives his results 
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with this new remedy so highly recommended by Prof. 
Heryng. The substance is a mixture of synthetic phenol 
and the sulpho-ricinate of sodium. It is a yellowish 
brown, syrupy fluid, miscible with water and with 
a strong carbolic acid odor. It is a powerful antiseptic 
and deodorizes and causes no pain when rubbed upon the 
mucous membrane of nose or throat. It is to be employed 
as a local application in 20-30-50% solutions in water. 
The paper treats exhaustively of its use in the various af- 
fections of nose and throat. The author obtained no par- 
ticularly beneficial results in tubercular laryngitis, al- 
though especially recommended by Heryng for this pur- 
pose. It cleans up tubercular and syphilitic ulcerations 
and prepares the way for the application of lactic acid to 
the former. Acute and chronic rhinitis and laryngitis are 
not benefited. Itis in atrophic rhinitis, with or without 
ozena, that the author finds the remedy of great value. 
He has had the generally unfavorable results obtained by 
all, with the other remedies, including massage and cop- 
per electrolysis, but finds the local application of a 30% sol. 


of this remedy to be most useful. Odor is relieved, and 
cleansing made much easier, the good results lasting for 
months. The atrophy of course remains the same. The 
very conservative tone of the article recommends it highly, 
and it is more than probable that the remedy will prove 
of value. Allen. 


Beta-Eucain as an Anesthetic in Nose and Throat Work. 

PooLeE, WM. H. (Detroit Med. News.) Beta-eucain 
has all of the advantages of cocain except that of shrink- 
ing the tissues, and this is sometimes objectionable, with- 
out certain positive disadvantages ofthe latter drug. The 
eucain solution can be made sterile by boiling without des- 
troying its activity. In operations in the naso-pharynx, 
pharynx,larynx or nose a four to ten per cent solution is used 
The effect of the drugis noticeable in two or three minutes, 
anesthesia is obtained in from five to ten and lasts from 
eighteen to twenty minutes. The author has never seen 
any heart depression or symptoms suggesting systematic 
poisoning. Following the anesthesia the disturbances of 
sensation have been much less defined and unpleasant 
than where cocain was used. An instance is cited where 
an attempt to do an intranasal operation (Removing of 
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polypi) under cocain produced alarming symptonis so that 
the operation had to be given up. The following day and 
several times after a four per cent. soivtion of eucain pro- 
duced perfect anesthesia without the slightest unpleasant 
symptom. The reviewer has found the drug when applied 
- in the nose to produce some smarting on its first introduc- 
tion and its anesthesia to be not quite so complete as that 
of cocain. It does not seem to be followed by congestion 
nor does the patient complain of a ‘‘cold in the head’’ 
which congestion is so very disagreeable to some patients 
after the use of cocain in the nose. Richards. 


Our Tuberculous Patients—Where to send Them. 

McConneELL, J. F. (Journ. Amer. Med. Assn., Sept. 16, 
1899.) Send very early cases to southern New Mexico 
and keep all late cases at their own homes. At an alti- 
tude of 3,800 feet pure air and an equabledry climate with 
348 days of sunshine perannum is provided. This climate 
is an equable one. Even in July and August when the 
days are hot the nights are cool. Cases of the fibroid type 
which do badly at high altitudes will do much better in 
New Mexico. The author states that the accommodations 
are good. (One of the troubles with many places which 
are climatically good is that the accommodations for the 
invalid are so poor as to practically preclude the availa- 
bility of the locality. The consumptive patient sent along 
ways from home must be well provided for in the way of 
food and other creature comforts—Reviewer. ) 

Richards. 


Some Fallacies in the Modern Treatment of Nose and Throat 
Diseases. 


Roy, Dunsar. (Medical News, Aug. 19, 1899.) A 
plea for more thorough study of the individual case. By 
fallacies the author means the false recognition of patho- 
logic conditions and the wrong remedy for the condition 
when it is reeogmized. He mentions the routine use of 
oily sprays; the abuse and improper use of the electric 
cautery and the needless removal of cartilaginous and 
bony spurs. Allspecialism should be preceded by several 
years of general practice. Richards. 


A Case of Stammering With Demonstration of the Methods 
Employed in Treatment. 


MAKUEN, G. Hupson (N. Y. Med. Journ., Sept. 23.) 
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reports a patient, 29 years of age, who had stammered 
with varying severity since childhood. The chief charac- 
teristic was a spasmodic contraction of the muscles of the 
soft palate and tongue resulting in sudden closures during 
attempts at vocalization and articulation of the posterior 
palato-lingual cheek. The defect was more pronounced 
upon reading than upon speaking. 

The primary neurosis responsible for the condition was 
located in the nerves supplying the muscles the respira- 
tory organs,not in those of the pharynx as might be sup- 
posed from the location of the spasm. 

The patient was given proper breathing exercises and 
was taught to compress the abdominal viscera by means 
of a voluntary action of the diaphragm and abdominal 
muscles and to make this compression greater or less ac- 
cording to the strength or intensity of the tone required. 
Exercises were also given for the control of both the leva- 
tor and depressor thoracic muscles independently of voice 
and breath. When a combination of this newly acting 
mechanism was effected with the voice mechanism in the 


production of elementary sounds, he was instructed to 
carry the same principle into the enunciation of syllables. 
He has now not only overcome his difficulty but has at the 
same time acquired a more effective manner of speech. 
Loeb. 
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TRANSACTIONS OF THE SIXTH INTERNATIONAL 
OTGLOGICAL CONGRESS AT LONDON.* 


PRESIDENTIAL ADDRESS. 
THE GROWTH OF OTOLOGIC SCIENCE- 
BY 
URBAN PritcHarD, M. D. Epi, F. R. C. S., Ena., 


LONDON. 


PROFESSOR OF AURAL SURGERY IN KING’S COLLEGE, LONDON. 


In the name of the British Organization Committee, and 
in the name, indeed, of all British Otologists, I wish to of- 
fer a very hearty welcome to our foreign colleagues and to 
their ladies. 

We thank you most sincerely for coming here, in many 
cases hundreds—nay, even, J may say, thousands— of 
miles, in order to assist at this, the Sixth International 
Otological Congress, and I trust that your visit to London 
will be a very pleasant one; at any rate, I may certainly 
promise that we will do all in our power to make it so. 

There is, however, one serious difficulty which, with all 
the good will in the world, cannot be removed. I refer to 
the fact that, owing to the immense size of this London of 
ours, so much loss of time is entailed in getting from place 
to place. When I remember how conveniently we were lo- 
cated during the pleasant gatherings of Congress at Basle, 
at Brussels, and at Florence, and the ease with which we 
were enabled to find our way about, I cannot help regret- 
ting that our vast metropolis cannot be, for the moment, 
brought within more manageable compass; but, as that is 
impossible, we must content ourselves with doing the best 
we can under the circumstances. 

In bidding you welcome I have used the word ‘‘foreign’’ 
to our guests; but I do not like that designation in con- 
nection with our Congress. For Science acknowledges no 
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difference of nationality; sheis herself all in all, and faith- 
fulness to her the sole condition of citizenship in her king- 
dom. 

Therefore let us regard ourselves, not as under our na- 
tional flags, but as assembled in common brotherhood, 
marching together under the banner of Otology, and form- 
ing one part of that army, commanded by Science, which 
is engaged in overthrowing the foes of humanity, those 
foes which have Ignorance, Vice, and Prejudice for their 
leaders. 

Personally, I feel a thrill of pleasure in seeing so many 
valued friends assembléd again for conference, and of 
these may I be permitted to mention the names of Profes- 
sor Politzer, Professor Guye, Professor Lucae, Dr. Arthur 
Hartmann, Professor Knapp, Dr. Ménitre, and our last 
President, Professor Grazzi. 

But it is a real grief to miss some old familiar faces. 
The genial President at Basle, Burkhardt Merian, dear 
old Sapolini of Milan, Moos of Heidelberg, and Delstanche 
(pere) of Brussels—these are honored names which will 
long be remembered in the annals of Otology, though they 
themselves have passed ‘‘behind the veil.” 

Again, since our meeting in Florence, our branch of 
medical science has lost another faithful servant; I allude 
to Dr. Meyer of Copenhagen, whose name in connection 
with the discovery of post-nasal adenoids is so justly re- 
nowned. Lastly, among other names that must occur to 
each one of us, I will only refer to those of Professor Col- 
ladon of Geneva and Hewetson of Leeds, who were both 
to have taken an active part in our proceedings this week. 

We deeply regret also to note the absence, from una- 
voidable circumstances, of several friends whom we should 
so gladly have welcomed among us to-day, and I am es- 
pecially grieved that ill-health has prevented Dr. Charles 
Delstanche, our hospitable President at Brussels, from be- 
ing at his accustomed place on this occasion. I believe 
that it is the first time that our Otological Congress has 
not had the support of his energetic and cheery presence. 

Now, friends, it seems to me that at the opening of our 
Congress it is well that we should recall briefly the story 
of the birth and growth of Otological Science, and with 
your permission I will say afew words on this subject now, 
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dwelling more particularly on the advances madein it dur- 
ing the last thirty years. — 

Although Toynbee is generally acknowledged to be the 
father of modern Otology, for the date of its birth we must 
go back some 3,400 years to the then flourishing country 
of Egypt. For Professor Roosa, in his excellent treatise, 
refers to a certain ancient papyrus (called, after its dis- 
coverer, the Papyrus Ebers), on which is written a mono- 
* graph on ‘‘Medicines for ears hard of hearing,’’ and ‘‘for 
ears from which there is a putrid discharge.’’ And here, 
in our Museum, may de seen a confirmation of the fact 
that ear troubles not only existed in those days, but that 
they could be cured; for we have the good fortune to pos- 
sess a curious old Egyptian relic, consisting of a wooden 
tablet on which is portrayed in bas-relief two effigies of 
the Sacred Bull and two auricles; this was undoubtedly a 
votive offering to the god Hathor from some “‘grateful pa- 
tient.” 

In spite of its early birth, however, Otology, except per- 
haps with regard to its anatomy and physiology, did not 
make itself of great importance until the second half of the 
present century. Itis true that here and there a surgeon 
might have been found who had turned his attention to 
some extent to this subject; and, indeed, our own Royal 
Ear Hospital in Dean Street, Soho, which is acknowledged 
to have been the first successful aural clinique in Europe 
—and, I believe, in the world—was established in 1816. 
But, speaking generally, we may safely assert that aural 
surgery continued to be more or lessin the stage of infancy 
until between 1840 and 1860, when the study was vigor- 
ously taken up by Sir William Wilde and Toynbee, who 
thus gave a fresh impetus to the study of the pathology 
and treatment of diseases of the ear. Even then its im- 
portance was by no means generally recognized; indeed, 
only thirty years ago it was a favorite saying of more than 
one celebrated surgeon that ‘‘Ear d’seases may be divided 
into two classes: those which can be cured by any gen- 
eral practitioner, and those which, being incurable, may 
be relegated to the tender mercies of the ear specialist.”’ 

Is it any wonder, therefore, that in those days aural sur- 
gery was not only considered to be, but actually was, very 
much mixed up with the name of quackery; for, as scien- 
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tific men refused to have anything to do with it, the door 
was left open for any charlatan to enter, and many strange 
stories gained credence as to methods of treatment which 
the patient was required to undergo. Indeed, one of my 
earliest boyish recollections of aural surgery was hearing 
the story of how a child, a deaf-mute, had been cured by 
a skewer having been passed through his head from one 
ear to the other. Although a somewhat better knowledge 
of anatomy has since made me doubt the accuracy of this 
statement, still it is certain that strange things were both 
said and done in the olden times, which did not redound 
greatly to the honor of the specialist. 

In my own student days I well remember the sarcastic 
manner of Professor Partridge—Dickey, as we used to 
call him at King’s College—when he said, ‘‘Ah, gentlemen, 
a little wax is a godsend to anaurist, ’’meaning, of course, 
that its removal was an easy method of earning a reputa- 
tion. And no doubt there is a certaintruthin these words, 
though not exactly in the sense implied by the good old 
Professor; for which of us has not found that, by remov- 
ing a plug of cerumen which has either not been diagnosed 
or which has resisted all the efforts of the general practi- 
tioner to dislodge, we have gained A:udos and an apprecia- 
tion which many of our more delicate operations have 
failed to secure. 

Yes, Otology had indeed a hard battle to fight before it 
could be said to have won honorable recognition among 
men of standing in the medical profession, and I shall 
never forget the letter which one of these wrote to me in 
1872 when he first learnt that I intended to devote myself 
to this branch of study. After lamenting my decision, 
however, he did conclude by saying, ‘‘ Now I suppose that 
I must not regard aii aural surgeons as quacks.’’ And 
may I add, as a kind of commentary on this letter, that 
within a few years afterwards the writer of it came to me 
as a patient. 


Things have indeed changed since then, for, instead of 
a few aural surgeons scattered here and there in Great 
Britain, we have now at least a couple of hundred, while 
the number of cliniquesin London alone has been inwreased 
from two or three to near upon twenty. And in many 
other countries this branch of medical science is even 
more strongly represented. 
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As a natural result of the increased interest in the work, 
let me call attention to the unique Museum connected with 
this Congress, wherein is to be found the largest and most 
valuable collection of otologic specimens—a collection 
which could only have been brought together by the un- 
ion of our international forces. The Museum is so com- 
plete that if you had come to visit that alone your trouble 
would have been repaid. 

Butin one respect there is still room for improvement. 
I refer to the need for the better recognition of otology by 
our universities and colleges. I am glad, however, to be 
able to report that one step has lately been made in this 
direction, for the University of Edinburgh has now made 
it one of the qualifying subjects for her medical degrees, 
and I look forward, with hope, to the time when her exam- 
ple will have been generally followed. 

This ‘‘new departure’’ will, I trust, lead to a fuller rec- 
ognition of the position of teachers of aural surgery. In 
this respect we, in the British Isles, are sadly behind other 
countries, where chairs of otology are numerous; whereas 
here, among all our universities and colleges, where so 
many able lecturers are to be found, in King’s College, 
London, alone is the dignity of a professorship conferred 
upon its teacher of aural surgery. 

Let me now pass in brief review the progress of the last 
thirty years. 

So far as the anatomy and physiology of the auditory ap- 
paratus are concerned comparatively little has been added 
to the store of knowledge already gained, although a more 
intimate study of its parts has made that knowledge more 
complete and precise. 

In pathology, as may be expected, there has been consid- 
erable advance. 

In diseases of the meatus, although aspergillus was dis- 
covered before this period by Meyer, Schwartze, and Wre- 
den, yet it was not elaborated with any fulness until later. 
Also, the nature and classification of exostoses have been 
worked out within this period. 

Our knowledge of the changes in chronic middle-ear 
catarrh, and in sclerosis, has considerably advanced, al- 
though much here yet remains to be done. 

The effect of pathologic conditions of the nose and 
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naso-pharynx upon the auditory apparatus, adenoid veg- 
etations more especially, has practically been discovered. 
The world has yet tolearn what it owes to Meyer. 

In chronic suppurative catarrh, disease of the ossicles, 
the implication of the attic, the antrum and the mastoid 
cells have been worked out; also the intercranial ccmpli- 
cations which sometimes follow. The nature of the gran- 
ulations and polypi are now better understood; and al- 
though Toynbee had already called our attention to cho- 
lesteatoma, its pathologic importance in connection with 
mastoid disease was not fully realized until quite lately. 

In the pathology of labyrinthine disease there has not, 
perhaps, been so much advance; but Ménitre’s disease is 
now better understood; and Poiitzer has made known to 
us a disease of the bony capsule. Finally, the pathology 
of congenital syphilis affecting the internal ear has been 
partially worked out. 

Our means of diagnosis have been considerably improved. 

The diagnosis between affections of the conducting ap- 
paratus and the auditory nerve, which formerly was often 
confused, isnow much more easily made out; this is chiefly 
due to the study of the tuning fork. 

Methods of illumination have very greatly improved, to 
the immense advantage of the surgeon. 

Bacteriology, again, has done much, and in all proba- 
bility will do even more in the future, to help us in our 
diagnosis. Unfortunately, the essential apparatus is en- 
closed in such dense bone that the Roentgen rays have 
been of but little assistance. 

In ¢reatment there have been immense strides. 

Even in chronic middle-ear catarrh and in sclerosis, 
those diseases which hitherto have baffled our most stren- 
uous efforts, a distinct advance has been made indirectly, 
especially in prophylaxis, by treatment of the nose and 
naso-pharynx. 

In suppurative disease there has been very great im- 
provement in treatment. By means of boric acid, alcohol, 
and other suitable antiseptics, simple otorrhea has become 
much more manageable; and a far larger proportion of 
such cases are now healed, even without operation. _ 

In the case of its complications—caries, granulations, 
and polypi—the advance made is most striking, and, in 


ay 
t 
4 
q 


362 SOCIETY PROCEEDINGS. 


consequence, the large protruding polypus is now rarely 
seen; and no aural surgeon at the present time would be 
able to show so large a collection of these as Dr. Warden, 
of Birmingham, was in the habit of displaying some 
twenty-five to thirty years ago. 

Curetting of carious spots, and the removal of ossicles, 
so important in the treatment of many cases, has omy re- 
cently been introduced. 

This brings us to the wonderful stride made in the treat- 
ment of antrum and mastoid disease, for which we have 
chiefly to thank Professors Schwartze and Stacke, although 
many others have contributed to the advancement. How 
much agony has been relieved, how many lives have been 
saved, by these operations! 

And, gentlemen, this advance of surgery has carried us 
still further; for, by the joining hands of general surgery 
and otology, intercranial suppuration has been robbed of 
many of its victims. 

But how, and why, is this? How is it that, formerly, 
our surgeons were unable to cope with those intercranial 
conditions? How is it that, now, we are able to operate on 
the tympanum, attic and mastoid, practically with impu- 
nity? 

Gentlemen, this is due to the adoption of ant'septic sur- 
gery. May I beg your indulgence for proudly claiming to 
be pupil. colleague, and brother professor of him whom I 
regard as the greatest man living to-day—Lord Lister. 
Were it not that you would exclaim at my inconsistency, 
I should be tempted to add ‘‘compatriot’”’ also. But yes, 
gentlemen, I will add the word. Not, however,in the 
sense in which I was just about to use it, that of English 
nationality; but with reference to that ideal country to 
which I alluded at the beginning of my speech, and of 
which we otologists are all naturalized subjects. Here, on 
the common ground of our chosen land, the land of sci- 
ence, we may all proudly claim Lord Lister as our compa- 
triot, all rejoice to serve under such a leader in the battle 
against disease and death. The world does not as yet un- 
derstand the full benefits which he has conferred upon 
mankind, but we, naturally, being his compatriots, have a 
better opportunity for doing so; and I can only add my 
earnest conviciion that it is by faithfully following the 
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eounsels of our superior officer that our advancing column 
can best secure future victories. 


Such, ladies, and gentlemen, is the brief, and therefore 
necessarily inadequate, record of the progress of otology 
which I desired to lay before you. 


We have seen that this nineteenth century, which has 
brought to the world so many wonderful blessings in other 
directions, has not been unmindful of our branch of medi- 
cal science. For, whereas at the commencement of the 
century the ear was regarded almost as a ¢erra incognita 
scarcely worth consideration except as the seat of one affec- 
tion only—that which was generally known as ‘a deafness’ 
now, at its close, this organ is fully-explored ground, and 
has been proved well worth the exploration. . Otology has 
been raised from the rank of pseudo-quackery to an hon- 
orable position in scientific surgery, and its importance 
and bearing upon the body as a whole is now fully recog- 
nized. 

But while we rejoice in the progress made in the past, 
we must remember that much still remains to be done. 
For instance, we have yet to clear away that opprobrium 
of aural surgery, namely, the chronic non-suppurative 
disease of the middle ear. Shall we, in the near future, 
be enabled to cope successfully with this hitherto invinci- 
ble foe? Judging from the advance made in other direc- 
tions I am bold enough, and sanguine enough, to think 
that we shall; and assuredly when that help comes we 
shall all unite in blessing its victor. 


Now, it is the province of our Otological Congresses to 
take this and similar problems into consideration. But 
‘ the real value of these gatherings is not to be measured 
merely by papers and discussions. This is one of their 
uses, it is true, for interchange of ideas is always good; 
still, the chief value of thus meeting together with others 
who are all interested in one common subject is the kind- 
ling of enthusiasm which is thus engendered, an enthusi- 
asm which should serve to stimulate older and younger 
members alike to renewed efforts in the paths both of re- 
search and of practical treatment; and, therefore, in con- 
clusion, I desire most heartily to wish that this, our sixth 
Congress, may be successful in all these directions. 
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A New Method of measuring the Quantitative Hearing- 
power by Means of Tuning-forks. By Dr. SCHMIEGELOW 
(Copenhagen). 


Many experiments, he said, had been made in later years 
to find a reliable method. There were the methods of 
Hartmann, Gradenigo, and Zwaardemaker, which, how- 
ever, could not be called satisfactory, as they did not give 
exact results. In order to use the time and vibration of 
eertain tuning-forks in measuring the hearing power, it 
was necessary to know the vibration curve. If it were 
possible to measure the amplitude of each tuning-fork from 
the moment it was set in vibration to the moment when 
the tone died away, the difficulty in using forks as reliable 
tests of quantitative hearing would be solved. In the light 
of our present knowledge the amplitudes of the deeper 
forks only were measurable. Bezold and Edelmann had, 
by means of a verp cleverly invented instrument, con- 
structed vibration curves of the deeper forks (from D* to 
F), and from these they constructed a standard curve. 
They furthermore presumed that this curve, being almost 
the same in all the deeper forks, must be the same for 
every fork, even the highest ones. It seemed, however, 
said Dr. Schmiegelow, that Bezold and Edelmann had 
started from wrong conclusions, and that the result of their 
experiments did not agree with theory. According to 
theory, the amplitudes decreased at an approximately ge- 
ometric progression; that was to say, the logarithms 
of the amplitudes diminished directly with the time. This 
theory was no doubt correct, but only as far as the small 
amplitudes were concerned (Jacobson), or, in other words, 
the logarithmic decrement was greater and irregular at 
the beginning, but towards the end it became nearly con- 
stant. By avery carefully drawn mathematical diagram, 
Dr. Schmiegelow showed that in an examination of the 
curve found by Bezold and Edelmann it would be seen that 
the differences between the logarithms of the amplitudes 
corresponding to the time of 0-10-20, ete ,-100 seconds to 
begin with, decreased as they ought to do, but afterwards 
increased what they ought not todo. According to theory 
they should expect that the difference, after decreasing as 
it did to 0°151, ought to remain pretty nearly constant. 
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The difference, however, increased again, which meant 
that for some reason or other the vibrations were impeded 
at an increasing rate, and the curve therefore not currect. 
Everything tended to prove that the curve of the higher 
fork was different from that of the deeper ones, and that 
such fork had its own special curve. In order to find the 
curve of vibration for each tuning fork G. Forchhammer 
and I proposed the following method: A tuning-fork is 
struck, and the time during which it is heard at different 
distances from the ear is determined. The abscissas of 
the curve represent the distances, the ordinates the time of 
perception. The correctness of this method, said Dr. 
Schmiegelow, was founded on the fact that the amplitude 
was proportional to the distance at which the tone disap- 
peared, the intensity of the tone being constant when the 
*‘Horschwelle’’ was reached of the moment at which the 
tone ceased to be heard. The method was also practica- 
ble, in so far that instead of the microscopic amplitudes the 
macroscopic distances were measured, an advantage which 
was all the greater because the amplitude of the higher 
tuning-forks could not be measured microscopically. The 
forks examined were made by Edelmann in Munich, and 
were C G, c g, c! g', c? g?, c* g’, all of them unloaded. 
The experiments were made under as good conditions as 
could possibly be procured in the open air at some distance 
from town. If, for instance, they were going to find the 
curve of the c’ fork (261 vibrations), they would proceed 
in the following way: By six series of experiments they 
found that c' properly struck would be normally heard for 
7 seconds at a distance of 160 cm. from the ear, 14 sec- 
onds at a distance of 80 cm., 23 seconds at 40 cm., 37 
seconds at 20 cm., 62 seconds at 10 cm., 88 seconds at 5 
em., and 117 seconds when held as close to the ear as pos- 
sible without touching it. According to the theory, the 
differences between the time at a distance of 5-10 cm. and 
the distances 10-20 cm. should be the same, because close 
to the ear, where they had to do with small amplitudes, the 
time increased at an arithmetic ratio (with constant dif- 
ferences) if the distance diminished at a geometric ratio. 
This theory was actually proved by the experiments. At 
the beginning of the curve (from 160-20 cm. distance) they 
found that the differences in time were smaller at the 
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greater distances from the ear, that they increased up to 
about 20 em. distance, and then became constant as far as 
the final part of the curve was concerned. The fact was 
that a tuning-fork did not emit the tone from the external 
surface of the prongs, but the vibrations were presumed to 
spread out from two points which were situated between 
the external surfaces of the prongs. By a series of expe- 
riments they had found that the distance between the tone 
center and external surface of the tuning-fork was about 
1 cm. in the forks C G, c g,c' g', and c*, whilst the dis- 
tance was about 1°5 cm. in the forks g” c* g* c* g*+ c®. As 
the distances were reckoned from that surface of the prong 
which faced the ear, they must therefore add to the dis- 
tance 5-10 and 20 cm., the distance of the tone center from 
the external surface of the tuning-fork. With regard to 
the fork c! the addition would be 1 cm. 

They were now able by means of calculated value of x and 
other experimentally found data to construct the curve 
force’. 

If the patient heard the fork c', for instance, 7 seconds, 
the fork being struck powerfully and held close to the ear, 
it meant that the patient’s minimum hearing ar plitude, or 
37123 times the normal for 
the distance. His hearing-power 1 1 1 


(123)?= 15129! 
times. If the normal hearing power is equal to 1, 
the reduced hearing-power would be equal to 0-00007. 
Supposing, on the contrary, the patient heard the fork 
62 seconds, his minimum hearing amplitude would 


be aN = 8°5 times the normal for the distance. His hear- 


352 73-05 times 1 normal $5 times the nor 


mal, and=0°0138 if the normal hearing-power was equal 
to 1. 

In this way they were able to construct the curve of 
every tuning-fork, and thereby to find how much the 
hearing power was diminished, if they only knew the time 
for which the fork was heard ata certain distance from the 
ear. 

By comparing the curves of the different forks, they now 
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saw how greatly they differed. Some of them—the deeper 
forks—were steep and short; others—the higher forks— 
were flattened andlong. In other words, the assumption 
of Bezold and Edelmann, that the curves were always the 
same was not correct, and one employing their method 
could not get at reliable results. This could easily be il- 
lustrated by some examples. For instance, the forks c- 
g'-c*-g*-c+. They were, according to his experiments, 
normally heard close to the ear during .328, 202, 162, 55, 
and 43 seconds respectively. Suppose they had a patient 
who heard these forks only for half the time, the normal 
hearing-power would, according to Bezold and Edelmann, 
for all hearing forks be equal 0°049=,. If, on the con- 
trary, they used the special curve of each fork, the result 
would be quite different, because they found that the de- 
crease of the hearing power for c would be equal to 0°026= 
jis Of the normal hearing; g', 0012=,;}; of the normal 
hearing; g*, 0:00006=,74,, of the normal hearing; and 
of the normal hearing. 

The enormous difference between the results given by 
this and by Bezold-Edelmann’s method was obvious. He 
therefore believed that if one wished to use the time in 
which a fork was heard to measure the quantitative hear- 
ing-power, it would first of all be necessary to know the 
curve of the forksemployed. In order to find these curves, 
he.hoped the method he had given would be useful. 

Dr. SCHMIEGELOW, replying to questions by Professor 
POLITZER and Dr. DUNDAS GRANT, said the experiments he 
had carried out were in connection with the mathematic 
aspect of the hearing-power. In the clinical world they 
had used the very good and practical methods of Dr. Hart- 
mann, but he thought they were farfrom reliable. If they 
wanted to compare the result of the hearing-power by the 
different tuning-forks, and to know the influence on the 
voice, they could not get any certain basis to work upon. 
He was only as yet on the fringe of the question. 


A Scheme for the Uniform Notation of the Results of In- 
vestigation of Hearing-power. By Professor Dr. GIUSEPPE 
GRADENIGO (Turin). 


The methods which he proposes have been already for 
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some time used with good practical effects in the Clinic 
and in the Polyclinic at Turin. The language employed is 
Latin. The various experiments are indicated by the in- 
itial letters of the authors’ names who have described 
them. Here is the scheme: 


AD 
(18’) WR (+16”), H, Hm, Ht,P, v, V, 
AS 


AD 
AS 
Explanation. 
AD, AS= Auris dextera, auris sinistra. 
S=Schwabach’s experiment (c=128 vibr.). Duration of normal 
perception with own tuning-fork e=18”". 
W= Weber's exper'ment (c). An arrow designates the side to- 
wards which the lateralization takes place. 
R=Rinne’s experiment (C). Normal perception with own tuning- 
fork C=+-16. 
H, Hm, Ht=Horologium, watch per der, ad mastoidem, ad tem- 


pora. 

P=Politzcr’s acoumeter. 

v=vox aphona, whispering voice; V=vox communis, conversa- 
tional voice. 

The results of the measuring of the hearing-power for 
the various tuning-forks are expressed in hundredths of 
the normal duration of perception. 

The following example will better demonstrate the 
method: 

/AD—I prope + + 5 030-015 75 

5 (18)+6W R(+16) H, Hm, Ht, P v 

AS-—15" 005 + + 2°00-1°00 <5 
AD 12 


Experimental Investigations on Acoustic Phenomena 
in Fluid Media. By Dr. R. Kayser (Breslau). 


The final sound-vibrations, Dr. Kayser said, which de- 
termine hearing take place in the cochlea, and therefore in 
a fluid medium. It has hitherto been impossible to inves- 
tigate the conduct of vibrating bodies in fluids, because 
there has been no means of recognizing with any ease the 
vibrations of a body in water. He said he had, however: 
found a method of overcoming the difficulty. It consists 


AS 50 80 87 95 100 =100 100 
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in the use of a telephone, which is so modified that the 
plate of metal is surrounded on all sides by liquid. (Dr. 
Kayser then gave a description of this water-telephone.) 
By means of this method it has been easy to prove that 
spoken sounds, or the sound of a tuning-fork in front of 
the plate, throw the metallic plate into feebler vibrations 
than when there is no water present. Low tuning-forks 
from C! downwards, and high ones from C+ upwards, are 
not heard at all. If weimitate the conditions in the ear, 
with two openings closed by means of membranes (fenes- 
tra ovalis and fenestra rotunda), and put one of these 
openings in communication (by means of a columlella) 
with a membrane corresponding to the membrana tympani, 
the following takes place: If the second opening is closed 
by means of any unyielding mass so that a distension of 
the fluid outwards is prevented, then the production of a 
sound in the telephone is no weaker than when similar dis- 
tension of the fluid is present. It thus appears to result 
from this experimental proof that the molecular vibrations 
of the auditory ossicles have a greater significance than 
they were credited with according to the theory of Helm- 
holtz, at present held. Further, it is proved by means of 
the water-telephone that the diminution of the intensity of 
vibrations is increased in proportion to the bulk of liquid 
which lies upon the metal plate, and the degree of its vis- 
cosity. In glycerine or milk the diminution of the inten- 
sity of the vibrations is markedly greater than in water. 

Professor Luc said: Itis not surprising that the sound 
should get weaker whenever you put a sounding tuning- 
fork into the water; it isnew, however, that certain sounds, 
the higher and lower ones, should get lost. If you put 
a sounding tuning-fork into the water, the sound gets 
lower up to the extent of an octave. Whether the human 
voice gets so much lower too is the next question. Be- 
cause the sound gets so much lower by the pressure of the 
water, it does not necessarily imply this. 

Dr. KAYSER, closing the discussion, said: It is a well- 
known fact that the tuning-fork loses in height under 
water, but I do not know whether it is as much as an oc- 
tave. However, with the telephone under water this could 
be easily proved. The tuning-fork is made to sound 
under the water, and the receiver on the other end will 
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give undeniable evidence. The lowering may be a fifth, 
but hardly an octave. The human voice is not influenced. 
It may be difficult to prove that actually, but so far I could 
not find any evidence of it. 


A New Optic Method of Acoumetry. By Professor 
GIUSEPPE GRADENIGO (Turin). 

If we paint at the endof one of the branches of a tuning- 
fork which vibrates with sufficient amplitude a distinct 
figure (say a tall triangle), this figure will appear more or 
less doubled. The duplicate images will overlap, the over- 
lapping part being very distinct in outline and color (field 
of double image), while the separate portions will be much 
paler and less distinct in outline (field of single image). As 
the vibrations diminish in amplitude the ‘‘field of double 
image’’ becomes greater—the two images gradually merg- 
ing into one. The growth of the field of double image 
corresponds to the diminution of the amplitude of the vi- 
brations of which it thus becemes a measure. 

When we choose a figure in form of an inverted Y (A), 
black upon white ground, and if we mark it transversely 
with lines or steps forming various segments, we can in 
this manner obtain an exact index of the amplitudes of vi- 
brations at any instant of the tuning-fork’s decrement. 
Since the amplitude of vibration is directly proportionate 
to intensity of the sound, we have thus an excellent clini- 
cal method of acoumetry. Professor Gradenigo expressed 
his thanks to Dr. G. Ostino, Professor C. Raymond, Dr. 
C. Gaudenzi, and Dr. O. Pes for their valuable help in 
these researches. 

The best results are obtained with forks whose branches 
make wide excursions (up to 60 vibrations a second); but 
the method can also be used with forks up to 250 vibra- 
tions. 

As the examination with low notes is of great value in 
the study of the affections of the sound-conducting appa- 
ratus, the method is very useful in spite of this limitation. 

Of the facts which he had been able to elicit, he wished 
only here to refer to the two following ones: 

1. In the vibration’s period measured with the said 
method, the decrement of amplitude goes according to the 
geymetrical progression in proportion to the time. 
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2. The individual mistakes in the appreciation of the 
duration of the sound- perception in persons not accustomed 
to this kind of researches—that is, in most of our patients 
—are much greater than one would believe without such a 
direct objective control. 


Dr. W. MILLIGAN (Manchester). Some Observations 
upon the Diagnosis and Treatment of Tuberculous Disease 
of the Middle Ear and Adjoining Mastoid Cells. 


Mr. President and Gentlemen,—The widespread interest 
which has of late been manifested in this and other coun- 
tries in the endeavor to check the ravages of tuberculous 
disease in its numerous forms has an interest to the otolo- 
gist, not only on account of the general merits of the case, 
but more especially on account of the frequency with which 
tuberculous lesions are met with in and around the middle 
ear. 

The factors which come into play in producing tubercu- 
lous lesions of the middle ear and its adnexa are but im- 
perfectly understood, and their investigation opens up a 
wide field for research and experiment. 

Does the bacillus gain entrance to the middle ear by way 
of the Eustachian tube, or is it conveyed along vascular 
or lymphatic channels? What also is the relation between 
tuberculous naso-pharyngeal adenoid vegetations and tu- 
berculous middle-ear diseases? 

Questions such as these are not easily answered, and yet 
their solution must appeal to all as being of much impor- 
tance. 

For some years past I have been particularly interested 
in this subject, and as opportunity has presented itself, 
have endeavored to investigate these questions both in 
their practical and in their scientific aspects. 

That a large proportion of the cases of suppurative mid- 
dle-ear disease with accompanying bone lesions met with 
in practice are of a tuberculous nature will, I think, bead- 
mitted by all, and that the prognosis in such cases is not 
very favorable will, I believe, be conceded by those who 
have had large clinical experience. 

The characteristic features of tuberculous middle-ear 
disease may be somewhat masked on account of an accom- 
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panying pathogenic infection, and an accurate diagnosis 
may be impossible if one relies upon finding the bacillus. 
of tubercle in the secretion from the middle ear. 

Time after time it has been my experience to examine 
cover-glass preparations of pus from the middle ear for 
bacilli, and with negative results, although the tuberculous 
nature of the lesion has been proved beyond all doubt by 
means of inoculation experiments and by the subsequent 
clinical history of the case. 

In my experience primary tuberculous lesions of the 
middle ear and adjoining mastoid cells are comparatively 
common, especially among the children of the poorer 
classes, and I believe also that secondary tuberculous in- 
fection from such a primary focus is by no means of infre- 
quent occurrence. 

Amongst causes which may be considered predisposing 
are the following: (1) hereditary tendency; (2) unhealthy 
environment: (3) unsuitable feeding; (4) exposure to in- 
fection from tuberculous relatives; (5) the presence of 
tuberculous naso-pharyngeal adenoids. 

The relation of nasal obstruction to tuberculous middle- 
ear disease deserves special consideration. In many of 
my cases post-nasal adenoids have been present, and ina 
small proportion have themselves been tuberculous. The 
almost constant degree of Eustachian catarrh which their 
presence implies produces a soil which is favorable to the 
growth of the tubercle bacillus, and once it has found a 
footing in the middle ear the conditions favorable to its 
development are present, viz., a suitable soil, absence of 
light, a more or less uniform temperature, etc. 

In the early stages these tuberculous foci appear as 
slightly elevated yellowish points in the mucosa, after a 
time coalescing and breaking down to form superficial 
ulcers. 

Should the deposit occur upon the inner aspect of the 
membrane, perforation ensues. Such perforations may be 
multiple, and the destruction of tissue is usually quite 
painless. The edges of such perforations have a pale, in- 
dolent-looking appearance, and the accompanying dis- 
charge from the ear is usually thin,ichorous, and frequently 
fetid. 

‘Within the mastoid cells such deposits are also frequent, 
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and I am inclined to think that in some cases, at least, the 
disease begins first of all within the mastoid, and subse- 
quently spreads to the middle ear. Ata very early stage 
the bone becomes affected, and undergoes an amount of 
destruction which is almost inconceivable, considering the 
comparatively slight external indications present. In some 
cases which have come under my observation practically 
the entire cancellous tissue of the mastoid—occasionally of 
both mastoids—has been eaten away, leaving merely a 
bony shell upon which the middle fossa is poised. Owing 
to this early and extensive destruction of bone, the facial 
nerve in part of its course is exposed, with resulting facial 
paralysis. In fact, early facial paralysis in'a case in which 
sthenic symptoms have been absent should, I hold, always 
be looked upon with suspicion and as a probable manifes- 
tation of an underlying tuberculous lesion. Early impli- 
eation and enlargement of the glandular structures around 
the ear is also a most important symptom, and when 
masses of enlarged glands occur around the ear any dis- 
charge from the tympanic cavity should be microscopically 
examined for bacilli. 

To definitely establish the fact that the aural lesion is of 
a tuberculous nature the characteristic bacillus must be 
found. This may be an exceedingly difficult task, but in 
all cases it is worth while staining and examining the se- 
cretion from the middle ear. 

Should no evidence of its presence be found in this way, 
small pieces of granulation tissue may be removed by for- 
ceps pressed between two cover-glasses and stained in a 
suitable manner. Occasionally bacilli will be found in 
such preparations. The method which I believe gives the 
most reliable results, however, is the inoculation of guinea- 
pigs with small fragments of tissue removed from the 
middle ear or adjoining mastoid cells, and I believe that it 
is advisable to inoculate with fragments of bone and mu- 
cous membrane removed from an area where the disease 
is seen to be advancing. In many such cases when the 
mastoid has been opened for the purposes of treatment, a 
pultaceous-looking mass will be found filling up the cav- 
ity, but this material is practically valueless for experi- 
mental purposes, consisting as it does of broken-down 
tissue, inspissated purulent débris, and epithelial cells. 
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When, however, it has been removed by means of a spoon 

and the underlying bone exposed, it will be seen where the 
disease is making progress, and from where a scraping 
of bone should be taken. In my experiments I have in- 
serted a fragment of tissue obtained as above described 
into a guinea-pig’s hind leg just about the knee-joint, all 
hair having previously been removed by singeing with a 
platinum knife. A small pocket is now made with a ster- 
ilized needle, and the tissue carefully inserted. In a few 
weeks’ time, should the tissue inoculated be tuberculous, 
the inguinal glands will be found enlarged, and as time 
goes on the tuberculous virus will be found to have spread 
over the animal’s body, the glands and viscera being at- 
tacked in the following order, according to the results ob- 
tained by Professor Delépine: 

During the second week after inoculation the lymphatic 
ganglia upon the same side of the body below the dia- 
phragm and the spleen will be found enlarged. 

During the third week, the liver, the mediastinal and the 
bronchial ganglia. 

During the fourth week. the lungs, the cervical and the 
‘axillary ganglia. 

After the fourth week some of the lymphatic ganglia of 
the opposite side of the body below the diaphragm become 
affected, but this takes place extremely slowly, and the 
sublumbar and popliteal glands escape for a considerable 
time. 

Microscopic sections made from these glands, and 
stained for bacilli, will frequently be found to reveal their 
presence. 

In this way a definite diagnosis of the actual character 
of the underlying lesion can be made, and the value of the 
knowledge thus obtained is naturally immense, both as re- 
gards prognosis and treatment. 

The course of such tuberculous lesions is only too often 
a downward one, despite the most elaborate and pains- 
taking treatment. The practical difficulties encountered 
in removing tuberculous deposits within bone are immense, 
and in no region of the body are these difficulties greater 
than when tubercle attacks the temporal bone, for reasons 
which must be obvious to all here. 

The complications which have to be feared are: (1) 
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meningitis, (2) tubercular enteritis, (3) general marasmus. 
The treatment of such cases must be considered from 
two points of view, according as it is non-operative or op- 
erative. Cases will be met with, especially in infants, 
where any operative interference will from the first be seen 
to be hopeless. 

Such are the cases where marked debility and emacia- 
tion are present, where advanced facial paralysis and 
masses of enlarged glands have been early symptoms, and 
where the discharge is abundant, fetid, and frequently 
blood-stained. In such cases palliative measures, anti- 
septic treatment, and, if possible, residence at the seaside, 
are indicated, but I am bound to say that in the majority 
of such patients whose cases I have followed an early 
death has been the usual history. The prognosis in such 
cases I believe to be essentially bad. 

In other cases, however, where the present condition of 
the patient is good (and often enough it is so), and where 
the tuberculous lesion may be regarded as primary and 
local, much can be done by suitable operative interfer- 
ence. Itis almost superfluous to say that the first and 
the main essential is to provide free drainage. This im- 
plies opening and cleansing the mastoid cells, and itisa 
remarkable fact how often in such cases, wichout any ex- 
ternal and objective sign or indication, the mastoid cortex 
will be found extensively perforated, and a pultaceous 
mass immediately exposed to view. Under good illumina- 
tion a very careful toilet of the part should be effected, 
and this can generally best be done by means of a sharp 
spoon. All softened and carious bone must be scraped 
away, and as smooth a cavity left as possible, even if this 
necessitates laying bare the dura and walls of the lateral 
sinus. The cavity thus obtained should be allowed to 
granulate from the bottom, and care must be taken to 
stimulate any sluggish area by means of applications of 
chlorid of zinc, nitrate of silver, etc. Frequently more 
than one scraping is necessary as fresh foci of disease 
appear. In one particular case which came under my 
treatment some years ago, and where the cause was 
proved to have been feeding with milk from a tubercular 

cow, five separate operatioas had to be undertaken before 
the morbid process was eradicated, which, however, it 
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finally was, and the child has now grown up a healthy and 
sturdy boy. In very many of the cases the middle ear 
has been so extensively destroyed that its function as an 
organ of sense may be disregarde@. Under such circum- 
stances its contents should be freely curetted, and middle 
ear, antrum, and mastoid cells thrown into one cavity, and 
allowed to become obliterated by means of healthy granu- 
lation tissue. Where, however, a fair degree of hearing 
is present, efforts should be made to preserve the function 
of the organ as far as is possible. 

An important point arises in connection with the treat- 
ment of the accompanying enlarged glands. Some of the 
glands may be enlarged purely as the result of septic ab- 
sorption, and if the morbid cause be removed this enlarge- 
ment will gradually subside, especially if aided by suitable 
treatment. But many of the glands are of a tuberculous 
nature, and are prone to undergo caseous degeneration, 
while at the same time they are a source of possible sys- 
temic infection. Hence I hold that after the mastoid 
area and the cavity of the middle ear have been attended 
to, and as soon as the condition of the patient admits of 
it, another oy; eration should be undertaken with the object 
of removing these enlarged and tuberculous structures. 

The facial paralysis which so often accompanies tuber- 
culous disease of the middle ear is unfortunately usually 
permanent. Something may, however, be done by facial 
massage, and the internal administration of strychnia to 
assist in maintaining the tonus of the facial muscles. 

General treatment, such as the exhibition of cod-liver- 
oil, iodide of iron, syrup of iodine, etc., is useful, as also 
is change of air and liberal diet. The general conclu- 
sions from a study of these cases may be summarized as 
follows: 

1. That primary tuberculous disease in and around the 
middle ear is of fairly frequent occurrence, and that it 
most usually attacks the children of the poor, especially 
the poor of our larger cities. 

2. That a generalized tuberculous infection may arise 
from a primary focus within or around the middle ear. 

3. That the prognosis in such cases is not very favor- 
able, at least 40 to 50 per cent. of the cases succumbing, 
even after operative treatment has been undertaken. 
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4. That in many of the cases operative interference is 
contra-indicated, owing to the extent of the existing dis- 
ease and the asthemic condition of the patients. 

5. That when operative interference is feasible, the 
main object should be to scrape away all available foci of 
disease and to provide efficient drainage. 

6. That the best and the most reliable means of estab- 
lishing the tuberculous nature of the disease is by means 
of properly-conducted inoculation experiments. 


Dr. ARTHUR HARTMANN (Berlin) read a paper on Con- 
genital and Acquired Atresia of the Meatus Externus. 


Dr. Hartmann referred to previous reports on atresia 
auris congenita, which he considers should more correctly 
be regarded as absence of the external meatus. 

He demonstrated two preparations with plaster casts of 
the rudimentary external ears of the same. 


The first specimen was from a new-born infant, in which 
on both sides there was complete absence of the annulus 
tympanicus and membrana tympani, whilst the tympanic 
cavities and ossicles, though present, were not quite nor- 
mally developed. In the second specimen, from an adult, 
the external meatus—¢é. e., the pars tympanica and mem~- 
brana tympani—was completely wanting. The articular 
surface for the jaw was on the anterior surface of that 
portion of the temporal bone which normally forms the 
posterior wall of the meatus. In this case also the tym- 
panic cavity, the ossicles, and the antrum mastoideum 
were somewhat abnormally developed. 


These specimens were important in their bearing on the 
question of the operative establishment of an external 
auditory meatus in cases of atresia congenita. They 
showed that this was not possible. 

It is well known that even with both meatuses absent, 
hearing and understanding of speech can exist. 

Reports of complete acquired closure of the meatus 
were rarer than those of congenital absence of the meatus. 
Dr. Hartman reported a case he had seen in which after 
diphtheritic-scarlatinal otitis the ossicles on both sides 
came away, and later complete bilateral bony occlusion of 
the meatus supervened. 
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Sufficient hearing-power remained to prevent the onset 
of deaf-mutism, loud speech being heard. On one side 
the meatus was restored by operation. After turning for- 
ward the auricle the new-formed bone was chiselled away, 
and the cavities of the middle ear laid bare. as in the 
radical operation. The meatus was covered by means of 
Korner’s flaps. Healing was very slow. The hearing was 
considerably improved. 

In the discussion which followed Dr. HOLINGER (Chica- 
go) said that the paper was very interesting to him, because 
he was at present faced with the question whether to 
operate in Such a case. In examining 510 children of the 
Institute for the Education of the Deaf and Dumb, in 
Jacksonville, he found a girl of fifteen with absence cf 
both auditory canals. The girl was growing more and 
more deaf on account of constantly recurring attacks of 
otitis media. The first attack came on after scarlet fever, 
and the pus broke through the mastoid. The question of 
operation answered itself. He should operate in the fol- 
lowing way. He should chisel behind the auricle down to 
the middle-ear, and remove the malleus andincus. He 
should allow the wound to granulate and then cover, ac- 
cording to Siebenmann, with Thiersch’s grafts. Thus he 
should create a canal behind the ear. The operation 
would be to improve hearing and to stop the recurrence of 
the suppuration. 

Dr. HARTMANN, closing the discussion on his paper, 
said: Itis not advisable to operate on such cases aslong as 
there is no inflammation. I do not believe that an opera- 
tion according to Professor Siebenmann will improve the 
hearing power. If there is recurrent inflammation, as in 
the case of Dr. Holinger, we may proceed as he advised. 


PAPERS. 


Dr. T. BoBpone (San Remo) read a paper on The Early 
Involution of Adenoid Growths on the Riviera. 

The paper was a contribution to the etiology of adenoid 
growths. Dr. Bobone said he had for some time been sur- 
prised at the fact that adenoids are excessively rare 
amongst the natives at San Remo. Moreover, he had ob- 
served that adenoids,-in patients coming to the Riviera and 

or the removal of which the parents would not consent to 


i 
SOCIETY PROCEEDINGS. 379 


an operation, began to slowly involute; so that some 
months afterwards nasal respiration was possible, speech 
was much improved, tendency to cold and cough with very 
slight provocation was lost, and normal development took 
place. 

Dr. Bobone considers that pure and simple involution of 
the adenoid growths, although not generally admitted, is 
possible; and this involution he attributed to the same 
causes as the rarity of the vegetations amongst the natives. 
That cause must be looked for in the dryness of the cli- 
mate and the clearness of the atmosphere on the Riviera. 

The other etiologic factors in the causation of adenoid 
vegetations mentioned by authors, such as geographical 
latitude, diatheses, discharge from the nose, infectious fe- 
vers, etc., are also to be met withat San Remo, and not- 
withstanding, the adenoid vegetations, as already stated, 
are so rare. 

Dr. Bobone believes the most important factor in the 
etiology of the vegetations to be the humidity of the cli- 
mate of the country where they are observed, and that the 
greater the humidity, the larger the number of children 
with adenoids. He has been able to demonstrate this fact 
in observing the geographical distribution of the vegeta- 
tions in Italy, where the frequency increases with the 
humidity of the climate of the different regions, as the 
following table shows: 


Names of the Observers Frequency with which . Pr 
and Localities inwhich they find Adenoid Relative Humidity of 


they are living. Growths. | these Localities. 
Bobone (San Remo) extremely rare 60°-65° 
Cozzolino (Naples) 0°01 per cent. 65° 
Massei (Naples) 0°3-0°5 per cent. 65° 
De Rossi (Rome) 0°8 per cent. 65°-70° 
Corradi (Verona) 5 per cent. 70°-75° 
Poli (Genoa) 7 per cent. moist climate 
Kruch (Milan) 8 per cent. (Weber), 
Ars!an (Padua) very frequently 70°-73° 
Ficano (Palermo) very frequently 80° 


Dr. Bobone is also of opinion that a factor which fre- 
quently complicates a simple case of vegetation is inflam- 
mation—adenoiditis. In the localities where the vegetations 
are most frequently met with, there also are attacks of 
adenoiditis more frequent, favored by the cold, the fog and 
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the damp. Whereas on the Riviera the warm and dry 
climate is not favorable to the development of and fre- 
quently recurring attacks af adenoiditis: and when the 
vegetations are not irritated by inflammation, the involu- 
tion can proceed. 

Dr. Bobone added that in cases in which the parents 
would not consent to an operation, the good results he 
obtained he attributed more to the action of the climate 
than to other remedies. 


Dr. ALLEN T. Haicut (Chicago) read a paper on Vaso- 
Pharyngeal Adenoids as a Causative Faetor in Ear Dis- 
eases. 


Among the most interesting cases. he said, that came 
before the otologist were those relating to post-nasal veg- 
etations affecting the hearing, and there were few patients 
to whom more satisfaction could be rendered than to those 
so affected. Adenoid vegetations seemed not to be re- 
stricted to countries, to climates, to sex, to color, or race 
ofman. Naso-pharyngeal vegetations were a hypertrophy 
of the lymphoid tissue situated in the vault of the pharynx, 
bounded on either side by the orifice of the Eustachian 
tube, and presented on its surface several vertical furrows 
which partially subdivided it. It was his opinion, based 
on several years’ experience in the Illinois Charitable Eye 
and Ear Infirmary and in private practice, that the main 
factor in producing both suppurative and non-suppurative 
inflammatory conditions of the tympanic and Eustachian 
mucous membranes was the presence of naso-pharyngeal 
adenoids, or the condition of the post-nares subsequent to 
their removal or absorption. Adenoid vegetation might 
produce inflammation of the middle ear (1) by constant 
irritation, on account of the obstruction to the circulation 
of the blood by pressure; (2) by blocking the orifice of the 
Eustachian tube partially or completely; (3) by their in- 
jurious effect upon the general economy of the child, and 
particularly upon the nerves of special sense; (4) by leav- 
ing as a sequela a post-nasal catarrh, which sooner or 
later establishes some form of middle-ear disease. In chil- 
dren who suffered from adenoid vegetations the hearing 
was generally very sensibly impaired, and it was the com- 
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mon thing for a child so affected to have questions re- 
peated often and in a louder tone of voice. In many cases 
the Eustachian tube was completely blocked by dry 
secretions of the post-nares. Hehad observed diminution 
of power of hearing on the side where the adenoid existed. 
On the opposite side, where the post-nasal space was clear, 
the hearing was normal. He had seen cases where the 
hearing was seriously impaired, and the drum membranes 
normal in appearance, and yet with safety he assumed 
the faulty hearing to be dependent upon the growths in the 
naso-pharynx. Mouth-breathing, he believed, had an im- 
portant otologic bearing on the subject. The mouth- 
breathing child was usually found shallow through the 
upper part of the chest, and with very small lung capac- 
ity. They frequeutly met with children affected with ade- 
noids who were not mouth-breathers, and these children 
were plump, well developed, and of healthy appearance, 
although they usually had some ear complication. In his 
examination of twenty-six children for deaf-mutism, he 
found only four free from post-nasal adenoids; sixteen of 
those examined showed marked facial deformity from 
mouth breathing. He coincided with Harrison Allen and 
Lisson, who had expressed the opinion that there were 
many children in homes for feeble-minded and idiots all 
over the world who were affected with this disease, and 
who by a comparatively trifling operation could possibly be 
restored to usefulness and their families. It would be ob- 
vious to mention every analogous case reported of deaf- 
mutes who, after the removal of adenoid vegetations, gave 
evidence of hearing and began to speak some words. The 
general belief that adenoid vegetations were never present 
after the thirtieth year was contradicted by Couetoux, of 
Nantes, who operated upon a man of sixty-five to cure a 
marked unilateral deafness. Dr. Haight had found veg- 
etations in ages above sixty, and frequently between 
thirty and forty. They did not differ histologically from 
adenoids in children. It was not uncommon to observe 
these formations in the aged who were hard of hearing. 
Notwithstanding all the writings of the past ten years, he 
did not think that the pathologic enlargement of the 
lymphoid tissue of the naso-pharynx had received sufficient 
attention in the world’s text-books. If the symptoms of 
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these growths were more generally recognized by the fam- 
ily physician, and their removal accomplished, they would 
not find so many chronic suppurative and non-suppurative 
inflammations of the middle ear, with the history dating 
back to an attack of diphtheria,’scarlet fever, measles, or 
other fevers. As to treatment, he should say it was never 
too early nor was it ever too late. At the first recognition 
of existing growths the operation should be performed at 
once. He had found that curetting was the only true basis 
of treatment. He was not a believer in general anesthet- 
ics in children over the age of twelve, as local anesthesia 
after twelve made such an operation absolutely free from 
danger; but there were some cases where a general anes- 
thetic must be administered, especially in refractory chil- 
dren and nervous adults. Inchildren it was advisable to 
anestbetize in a sitting posture, and he preferred bromide 
of ethyl to any other of the numerous anesthetics. 

Professor KNAPP also advocated the use of ethyl. There 
was absolutely no danger. 

Dr. EEMAN (Ghent), Professor Grazzi, and Dr. GRADEN- 
1GO also joined in the discussion. 


DISCUSSION. 


The Indications for Opening the Mastoid in Chronic Suppu- 
ration of the Middle Ear. 


The discussion was opened by Professor POLITZER, (Vi- 
enna), Professor MACEWEN (Glasgow), Dr. Luc, (Paris), 
and Professor KNAPP (New York.) 


OPENING ADDRESS BY PROFESSOR ADAM POLITZER (Vienna). 


Professor POLITZER said it was a happy idea of the Or- 
ganization Committee to have put on the programme a 
discussion on such an important question. There was no 
question of otology which had acquired more actual inter- 
est than the free opening of the middle-ear spaces for 
chronic suppuration of the middle ear. Experience had 
shown that the free opening of the middle-ear spaces was 
of the most vital importance, by which they were able to 
save the life of the patient and prevent other consequences 
to the middle ear hurtful tothe organism. The indications 
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were generally acknowledged, and in most cases with 
well-marked symptoms the surgeons were likely to be in 
perfect agreement; therefore there could be but little new 
to say in reference to the indications. The chief point in 
that discussion would be to decide whether it was justifia- 
ble without well-marked symptoms to operate as frequently 
as some operators maintained. Professor Politzer then 
enumerated all the indications for the so-called “radical 
operation,” giving after his own experience a complete 
critical view on the subject. 

In his enumeration, he classified the indications in two 
groups—objective and subjective. 

The objective indications were briefly: 

1. Caries of the walls of the tympanum. 

2. Granulations and polypi in the neighborhood of the 
aditus, and recurring after removal. 

3. Fistule opening into the mastoid cavities, and fre- 
quently leading to cholesteatoma. 

4. Cholesteatoma. 

5. Hyperostotic stricture of meatus. 

6. Facial paralysis or paresis. 

7. Painful swelling on the mastoid (indicating acute 
mastoiditis, fistula, cholesteatoma or sequestrum). 

8. Obstinate long-continued fetid discharge, rebellious 
under all forms of treatment, especially when the perfora- 
tion is in the postero-superior quadrant, and the remains 
of the membrane is adherent to the inner wall, and still 
more if pus, or especially crumbling masses of epithelium, 
can be sucked out by means of Siegle’s speculum. 

9. Symptoms of tuberculosis occurring in the course of 
chronic suppuration of the middle ear (the supervention 
of aural suppuration in the course of pulmonary tubercu- 
losis is unfavorable for operation). . 

Further, high temperature preceded by rigor or oscilla- 
tion of temperature, indicating sinus phlebitis or direct 
septic absorption. Also vomiting, with headache, and 
other brain symptoms, or changesin the fundus of the eye. 

The subjective symptoms were: 

1. Persistent or recurrent pain in the ear or mastoid 
process, especially with persistent and fixed pain in the 
parietal or occipital region, and increased by percussion, 
which frequently points to temporal or cerebellar abscess. 
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2. Vertigo, either permanent or intermittent attacks, 
which may be due to erosion of the external semi-circular 
canal, or extension of the disease to the interior of the 
labyrinth (as would be indicated by the usual tuning-fork 
tests fornerve deafness, and would call for a removal of 
the labyrinth, as advised by Jansen, over and above the 
original mastoid operation). 

3. Well-marked brain symptoms, such as headache, 
heaviness, pressure, torpor, loss of consciousness, ete. 

Operation was all the more called for if the objective 
signs were accompanied by any of the serious subjective 
symptoms, and the symptoms of serious brain complica- 
tion, instead of being contra-indications, called for imme- 
diate operative interference. With re,ard to meningitis, 
it was now well recognized that the most pronounced 
symptoms of that disease might be due to a serous, asdis- 
tinguished from a purulent form of meningitis, recovery 
from it being a frequent sequel to the thorough removal of 
the ear disease. Such symptoms, therefore, would not 
contra-indicate operation unless lumbar puncture showed 
the cerebro-spinal fluid to be infected. 

Professor Politzer concluded that experience taught him 
that notrarely the clinical symptoms did not correspond 
to the pathologic changes found during the operation in 
the temporal bone. Sometimes only insignificant changes, 
such as a small quantity of granulation tissue in the attic 
or antrum, were found in cases where he had performed 
the operation on account of dangeroussymptoms. On the 
other hand, he found grave changes where before the op- 
eration he would not have expected them. 

These circumstances rendered it more difficult to draw 
strict lines in regard to the indications, and there would 
always be cases, in which some surgeons, on account of 
the impossibility of predicting exactly the pathologic 
changes in the temporal bone, would hold that it was not 
advisable to wait for the appearance of well-marked symp- 
toms, and decide to operate at once, while other surgeons 
would advocate more conservative methods. That many 
cases of the chronic suppuration of the middle ear could be 
healed by vigorous antiseptic treatment, by removing the 
granulations or cholesteatoma in the tympanic cavity and 
the attic, by partially removing the wall of the attic, had 
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been shown by the daily experience of those surgeons who 
treated such cases by conservative methods. Although he 
was a strong advocate of the radical operation in suitable 
cases, he could net agree with those surgeons who per- 
formed it often for the mere purpose of the discharge—at 
least, until strenuous efforts had been made to stop it by 
other means. He thought that in these cases it was not 
justifiable to have recourse to an operation which, although 
not necessarily dangerous in the hands of a skilled opera- 
tor, was still a serious one, especially when they consid- 
ered (1) the many important structures in the vicinity 
which might be injured, (2) the possible permanent im- 
pairment of hearing in those who before the operation 
could hear fairly well, (3) the protracted healing process 
after the operation, which very often rendered the patient 
hors de combat for many months. It was his firm belief 
that these views would in course of time receive general 
assent, when further anatomic researches and more ex- 
tended clinical observations had cleared up those points 
about which at present their judgment was still in doubt. 


OPENING ADDRESS BY PROFESSOR WILLIAM MACEWEN 
(Glasgow). 


Professor MACEWEN said: Mr. President and Gentle- 
men,--I have to thank you for the honor you have con- 
ferred upon me by asking me to open a discussion on the 
indications for opening the mastoid in suppurative otitis 
media. 

Instead of enumerating the individual indications for 
opening the mastoid, which may be found in more or less 
detail in most recent otologic works, and which may re- 
quire to be supplemented or reduced as our experience 
ripens, it is thought desirable to regard the subject from a 
broader basis, and one which may be found more gener- 
ally applicable. The following forms a useful practical 
rule: 

When a pyogenic lesion exists in the middle ear, or in 
its adnexa, which is either not accessible or which cannot 
be effectually eradicated through the external ear, the mas- 
toid antrum and cells ought to be opened. 

As there are many ways of opening the mastoid, some 
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more, and many less complete, the observations made in 
this note cannot be equally applicable to all of them. 

Some operators content themselves in ‘‘opening the 
mastoid’’ by sinking a narrow shaft into the antrum, 
through which they can inject fluid, and others perform a 
typical operation irrespective of the pathologie condition 
revealed. 

The author does not follow the classic operations of 
Kuster, Stacke or Schwartze, but operates by first open- 
ing the mastoid at the base of the suprameatal triangle. 
From that point he follows the pathologic lesions anteri- 
orly into the middle ear, especially exposing and carefully 
scrutinizing in all cases the attic of the antrum and tym- 
panum, when, if found eroded, these plates are removed, 
along with the morbid contents of the middle ear. We 
then pass backwards and downwards, through the mastoid 
cells toward the sigmoid sinus, following the pyogenic ero- 
sions wherever they may lead in that direction, and when 
necessary exposing the knee of the sigmoid sinus. After 
opening the mastoid antrum and cells, the further pro- 
cedure has a purely pathologic basis; if the disease re- 
vealed be extensive, so must be the operation. The greater 
part of this operative procedure is performed by means of 
the rotary burr, which is the safest instrument for such a 
purpose. One of the first objects of the operation is to se- 
cure the patient against subsequent pyogenic extension to 
the brain on the one hand, and the cerebellum and sinus 
on the other; and this may be done with a probable cer- 
tainty, as far as the two most frequent localities for brain 
and sigmoid sinus invasion are concerned. It is to such 
an operation (with its pathologic basis) for ‘‘opening the 
mastoid’’ that the following remarks apply: 

The ablation of the mastoid, while at once eradicating a 
suppurative process, chiefly located in the mastoid antrum 
and cells, affords at the same time ready access to the 
attic and inner wall of the tympanic cavity, and to the au- 
ricular extremity of the Eustachian tube. Immediately 
following the operation, one can initiate the formation of 
avascular tissue, and thus create an efficient barrier against 
pyogenic extension to the otherwise most accessible and 
most vulnerable parts of the brain, the cerebellum and the 
sigmoid sinus. 


I 


SOCIBTY PROCEEDINGS. 387 


In persistent otitis media purulenta, the mastoid opera- 
tion has at least three advantages over that of the treat- 
ment by way of the external auditory meatus; First, by 
exposing to ocular inspection all the affected area, and by 
thus enabling the operator to follow and eradicate all the 
recesses in the bone made by pyogenic invasion. In this 
way one does not act in the dark, as the whole pathologic 
field is open to inspection. Secondly, by being able to 
secure asepsis. Thirdly, by raising an efficient barrier 
against pyogenic extension, between the most vulnerable 
parts of the brain and the sinus. 


Indications for Opening the Mastoid in Purulent Otitis 
Media. 


1. There are many cases of purulent discharge of the 
middle ear, of such long standing, and so intractable to all 
remedies administrable through the external auditory 
meatus, that most surgeons would agree that in such the 
mastoid ought to be opened. When the symptoms are ob- 
trusive, the pain severe, the discomfort great, the discharge 
profuse, and possibly foul-smelling, the patients them- 
selves will probably demand relief, which the otologist will 
readily grant. It is not, however, to such pronounced 
cases that special attention is here directed. It is rather 
to those in which the decision is much more difficult, es- 
pecially inthe presence of very slight discharge, continu- 
ous, though apparently subdued by treatment. Many 
believe that very slight though persistent otorrhea can 
lead to no untoward result, the patient living a considera- 
ble number of years, possibly even a long life, with the 
discharge never properly away, and yet not sufficient to 
arrest attention. Its long duration causes the bearer of it 
to pay little attention to it, and by-and-by it may be dis- 
regarded, and even forgotten. 

The pyogenic process may, however, proceed inward, 
giving rise to symptoms often misunderstood or attributed 
to other causes, and may eventually either prove fatal or, 
by undermining the constitution, thereby pave the way for 
the advent of other lesions. Many patients thus affected, 
though able to pursue their avocations, are yet subject to 
periods of malaise, with occasional recurrent slight febrile 
attacks, irritability, and nervous hypersensitiveness, ex- 
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hibited in unevenness and irrascibility of temper, which 
attacks last from a few days to a week or more, leaving the 
patient slightly weaker, though relieved from the depres- 
sion, and fit to enjoy life. These attacks are so frequent, 
and the patient becomes so used to them, that he comes to 
regard them as part of his ordinary habit, and often attri- 
butes them, with considerable plausibility, and sometimes 
with point, to eolds, chills, biliousness, indigestion, etc. 

When they oceur, however, in the presence of pyogenic 
otorrhea of old standing, they may bear a different inter- 
pretation, and in the absence of other definitely assignable 
causes they may be considered as the result of slight ab- 
sorptions. In some cases the cause and effect are a little 
more evident, as when patients have pyogenic pulmonary 
catarrh with organisms in the lung secretion similar to that 
found in the slight purulent otitis media, and when these 
pulmonary attacks are mainly coincident with the recru- 
descence of the otorrhea. In some such slight cases, 
after every other assignable cause was exhausted, and after 
treatment in other directions had failed, the mastoid was 
opened, when, in the midst of eburnation and sclerosis of 
the bone, marked osseous erosions, containing small quan- 
tities of secretion filled with pyogenic organisms, were 
found, and generally these led more or less directly to the 
sigmoid sinus, the coats of which bore evidence of long- 
standing irritation, and through which, no doubt, the py- 
ogenic absorptions had taken place. 

After the operation these patients became greatly im- 
proved in health, all their old general symptoms having 
- disappeared along with the cessation of the otorrhea. 

Cases with a history of an initial period somewhat sim- 
ilar to the above have been seen at a later stage by the 
author, coming under observation in a moribund condition 
from pneumonia, due to septic infections from thrombosis 
of the sigmoid sinus, originating in a purulent otitis media 
of old standing; the passage between the cells and the sig- 
moid sinus being in some instances very small and tortu- 
ous, and not unlike those apertures seen in the cases with 
slight symptoms just referred to. 

When it is recollected that in many instances the otitis 
media purulenta is ebscure and overlooked, and that the 
symptoms of the purulent absorption may be of a “‘ty- 
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phoid”’ as well as of a ‘“‘pulmonary”’ type, one can easily 
understand that death may be attributed to pneumonia or 
to enteric fever. 

It is quite true that, with chronic otitis media purulenta, 
a fatal issue ensues only in a limited number of cases, a 
proportion, however, perhaps greater than is generally be- 
lieved, but as one cannot. with any data obtainable at 
present, foretell which of these apparently slightly affected 
patients are to become the victims of a fatal issue, ordinary 
prudence dictates its removal even while it is slight. 

It cannot be too often recalled that the virulence of the 
otorrhea cannot be measured by the quantity of the secre- 
tion, its odor, or the slightness of its initial symptoms, and 
that the pyogenic process may proceed insidiously until 
some slight exciting cause or accidental circumstance pre- 
cipitates a dangerous or fatal crisis. 

2. Another question arises, whether there be lesions in 
the middle ear, which, though it may be mechanically pos- 
sible to remove them through the external auditory mea- 
tus, could yet be removed with greater safety through the 
mastoid. This must be answered affirmatively, while the 
middle ear and its adnexa are in a septic condition, and 
when by application through the external auditory meatus 
they cannot be made aseptic prior to the performance of 
an operation entailing the exposure of a fresh surface to 
the action of pyogenic organisms and their products. To 
operate through the external ear under such conditions is 
to court disaster. By opening the mastoid one can effi- 
ciently remove therefrom the suppuration, and can eradi- 
cate its cause, after which any operation involving exposure 
of a fresh surface can be preceded with in safety. 

In numerous instances, cases of intracranial pyogenic 
extension have occurred in immediate sequence to the re- 
moval by way ofthe external auditory meatus of granula- 
tion tissue masses—so-called ‘‘aural polypi’’—which were 
protruding into the middleear. Some ofthese granulation 
masses protrude through the bone from the dura mater, 
which they serve to protect, aslong as they remain intact, 
but when they are removed a fresh surface with open 
mouths of vessels is exposed, and absorption a the 
softened brain membranes is apt to occur. , 

Besides rendering the operation safe by asepsis, the 
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opening through the mastoid enables one to demonstrate 
the exact locality from which these granulation masses 
spring. This is difficult and sometimes impossible to de, 
by operating through the external auditory meatus. One 
must recollect that many of these granulation masses, pre- 
senting at the upper and back part of the middle ear, pro- 
trude through eroded bone, and that their presence is to 
be regarded as indicative of a diseased process which has 
attacked the osseous tissues as well as the soft parts; and 
therefore to an extent these granulation masses are symp- 
tomatic, and by removing them alone the disease is not 
removed, but only one of its indications. 

As long as these masses are left in/ac/, they may secrete, 
but they do not readi'y absorb, as they are destitute of 
lymphatics, and therefore in the midst of certain pyogenic 
organisms, not only may the granulation masses be left 
with safety, but they afford for the tissues from which they 
spring a definite protection from the invasion of certain 
pyogenic organisms. They are a provision thrown out by 
Nature in an attempt at repair. 

In the presence of such granulation masses, one does not 
devise an operation merely for their removal, but for the 
eradication of the disease which has occasioned them. In 
removing them one has also to make provision that absorp- 
tion will not take place through the wounded surface left 
thereby. 

3. In many, if not all, of these persistent pyogenic 
otorrheas, the osseous tissue is involved, and it is very 
difficult, by means of treatment through the external audi- 
tory meatus, to eradicate the organisms that have housed 
themselves in the recesses of a minute particle of necrotic 
bone. In the interior of such harbors of refuge, situated 
in the mastoid, the pyogenic and other organisms are safe 
from any antiseptic wave or blast introduced through the 
external ear, and wait—and they have endless patience, 
even beyond that of the aurist—until the antiseptic has 
exhausted its energies, when they again sally forth, inthe 
tide of a catarrhal effusion, disseminating themselves and 
affecting fresh areas. Erosion often steadily progresses 
within the mastoid cells, even when the middle ear has 
been rendered sweet. In such cases the surgeon would be 
deceived were he forming an opinion on the asepticity of 
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the mastoid cells from the condition of the discharge issu- 
ing through an external ear which he has rendered aseptic 
by chemicals, as a slight pyogenic discharge issuing 
through such chemicals would probably be rendered asep- 
tic in transit. 

In other parts of the body where a necrotic bone filled 
with pyogenic organisms is even exposed to view and of 
easy access, itis the greatest difficulty, and sometimes it 
is impossible, to entirely destroy these organisms by direct 
applications of antiseptics of such strengths as the neigh- 
boring tissues would withstand without themselves being 
destroyed. If this be so under such conditions, how much 
more difficult must it be by way of the external ear to 
eradicate pyogenic organisms through hidden, narrow, 
tortuous, and sometimes almost inaccessible passages 
which are often found in the mastoid process and cells. 

4. In recurrent cases of purulent otitis media, one can- 
not pronounce the patient safe even when the otorrhea 
ceases—tem porarily. 

In one such instance, treated through the middle ear on 
the most approved principles, with great care, by an aurist 
of undoubted ability and experience, the patient, who had 
had a slight pyogenic otorrhea, was pronounced cured by 
the aurist, the discharge having disappeared, and the con- 
dition of the middle ear appearing to him in every way 
satisfactory. Within about three weeks of this time the 
patient came under my observation, suffering from pro- 
nounced symptoms of cerebellar abscess, and was plunged 
in profound coma, accompanied with great respiratory 
difficulty. He was operated on, two ounces of pus being 
removed from the cerebellum, after which he made a rapid 
recovery. The middle ear contained only a few drops of 
pus, the mastoid, antrum and cells contained more, and an 
erosion in the mastoid exposed the sigmoid sinus, which 
was thickened, the disease having spread to the 
cerebellum by continuity of tissue. With the data at 


the disposal of the aurist in this case it would have 
have been difficult for him to have acted otherwise than 
he did, and had he done so, it would have been at variance 
with the teaching of the day. This case, however, demon- 
strates that the information obtainable by inspection of the 
middle ear is not sufficient to reveal the pyogenic invasion 
of the recesses of the mastoid region. 
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Had the case been treated by opening the mastoidin the 
way described, the formation of the abscess in the cere- 
bellum would have been prevented. 

5. Cholesteatoma and tubercular processes with secon- 
dary pyogenic involvement are also conditions for which 
the mastoid requires to be opened, as it isonly in this way- 
that these diseases can be efficiently removed. 

6. The problems connected with the question of opera- 
tion upon recurrent attacks of purulent otorrhea are some- 
what similar to those which arise in connection with 
appendicitis. Purulent otitis media and appendicitis have 
many analogies. They are both pyogenic, but while the 
latter is the result of the action of a well-known bacillus, 
whose course is definite, fhe former may be the result of 
one or other of a variety of organisms of greater or less 
-virulency, and producing different pathologic effects. 
Both are apt to invade neighboring structures, the one the 
peritoneum, the other the intracranial tissues. Both are 
insidious in their action, and as long as they exist they are 
apt to undermine the health and reduce the vigor of the 
individual. Both tend to precipitate a sudden serious ill- 
ness, and one which is often fatal. In both an early and 
complete operation not only at once relieves the patient 
from the depressing effects of the disease, but at once re- 
moves the possibility of a sudden and fatal termination. 
In both many, lulled into a sense of security by the appar- 
ent passivity of the disease and its long duration, and 
arguing from the fact, that as the patients have recovered 
from one attack they are equally likely to recover from 
another, postpone operation until the peritoneum in the one 
case and the brain in the other become involved, and a 
fatal termination is imminent, and then it may be too late 
to save the patient. ’ 

7. With regard to the fauna occurring in that perfect 
incubating chamber, the middle ear and its adnexa, and 
their relative pathologic significance, the time at our 
disposal prevents us dwelling at present further than to 
state that valuable indications may be derived from the 
identification of the particular form or forms of organism 
which may be presentin such cases. 

8. After what the author has elsewhere written, he pre- 
sume s that it may be understood that the opening of the 
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mastoid must always be undertaken as a preliminary step 
to operating upon those intracranial lesions originating in 
purulent otitis media—abscess of the brain or cerebellum 
and sigmoid sinus thrombosis. To operate upon the sev- 
eral complications, and to leave uneradicated the paths by 
which pyogenic organisms enter, is to render the patient’s 
recovery doubtful, and to expose him to fresh attacks. 

9. Syme is credited with saying that diseases of the ear 
were of two kinds: the one which is curable, and is treated 
by the surgeon; the other which is incuraple, and is treated 
by the aurist. Whatever be the special province of the 
present-day aurist or surgeon, let us hope that we relegate 
to neither many cases of incurable disease. The anatomy 
and pathology of the mastoid region were not understood 
in Syme’s day, and the operation of opening the mastoid 
in its present conception was unknown. As the subject 
which you, Mr. President, have arranged for this discus- 
sion is the indications for opening the mastoid in purulent 
otitis media, we are’ precluded from entering into the con- 
sideration of the results attending that operation. The 
personal experience of the author leads him, however, to 
state that he regards the operation of opening the mastoid 
as the safest and most efficient way of eradicating other- 
wise persistent purulent otitis media. In conclusion, he 
adds that the more the pathology of purulent otitis media 
is studied, the more frequently the complete ablation of the 
mastoid recesses is undertaken, the fewer will become the 
so-called incurable cases of ‘‘ear disease.’’ He regards 
the operation of opening the mastoid as substantially con- 
tributing to the well-being of human comfort and happi- 
ness, and materially lengthening life. 


OPENING ADDRESS BY DR. LUC (Paris). 


Dr. Luc said: The indications for opening the mastoid 
apophysis, which are simple enough in cases of acute sup- 
puration of the ear, because they then consist of the com- 
bination of signs characteristic of purulent retention in the 
antrum and mastoid cells, are, on the other hand, numer- 
ous and varied in cases of chronic otorrhea. 

Here the phenomena may suddenly appear at a given 
moment, after months and years of suppuration, nothing 
having occurred to interfere with the flow, which, causing 
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the patient no pain, has been more or less neglected by 
him. But this is only a very limited aspect of the ques- 
tion, and in addition to this primary indication, which was 
the only one known at the commencement of aural sur- 
gery, others have been added. The progress of our 
methods of diagnosis has taught us that in the majority of 
cases the intractable nature of many otorrheas results 
from lesions seated in parts of the middle ear which are 
inaccessible to our means of treatment through the natural 
passages—the attic and antrum. 

It is thus that we have learnt to open the mastoid, no 
longer simply to insure the flow of pus retained in the 
cavities, but to reach the extreme limits of the suppurative 
focus, and to dry up in a radical way a suppuration which 
is otherwise incurable. We must recall to mind that 
Schwartze of Halle, Zaufal of Prag, and Stacke of Erfurt, 
have been the principal promotors of this movement, which 
has since become so widely known. There is then asecond 
cause of indication quite distinct from the first. 

There is a third, since the numerous endeavors to open 
the cranium, which have been made within recent years, 
to circumvent the results of intracranial affection so fre- 
quent in the course of otorrhea, have led the majority of 
aural surgeons to the conviction that the antrum is the 
most certain track by which to reach the original focus, be 
it meningitis, encephalitis or thrombophlebitis arising from 
disease of the ear, and consequently this opening must 
be considered as the prelude or first step preceding the 
search for any of the foci in question. Oursubject is thus 
divided into three chapters, which we will consider in suc- 
cession. 

1. Indications for Opening the Mastoid in Chronic Otor- 
rhea in Case of Purulent Retention. ~ 

It is not our intention to dwell long on this subject. The 
indications for operation are almost identical with those 
present in the acute forms of otitic suppuration. 

It is aroused by some intercurrent accident, occurring 
most unexpectedly, in the course of an old otorrhea, until 
then more or less neglected. Generally brought on by the 
development of exuberant granulations inthe cavum, par- 
ticularly in the neighborhood of the aditus ad antrum, the 
pus which had always easily flowed out of the attic into 
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cavum and meatus finds an obstacle to its regular evacu- 
ation; the patient feels for the first time an ear-ache, lo- 
calized generally at the base of the mastoid process. At 
the same time fever makes its appearance, while the gen- 
eral state is disturbed. 

Palpation of the apophysis reveals a marked tenderness 
to pressure, predominant at or chiefly confined to its base, 
except where the cells extend almost to its point, this last 
region proving the chief seat of pain. 

When the antrum is contracted, deep and separated from 
the surface by a broad band of eburnated tissue, retention 
causes the seat of disease to give rise to a sensation as of 
an otalgia, more or less intense, generally accompanied by 
sensibility to pressure at the base of the process, and a 
persistent febrile state, with the arrest or diminution of 
discharge. Consequently the persistence and accentua- 
tion of this state constitute an indication for intervention, 
provided it is necessary fora re-establishment of the flow 
of pus, a procedure such as removal of polypi that ob- 
structed the meatus in such a case, growing, may be, from 
the cavum in the region of the aditus, not proving suffi- 
cient. 

Pain, and that alone, gives, in our opinion, a reason to 
intervene when it has attained a certain degree of inten- 
sity, depriving the patient, for instance, of all sleep. Delay 
operation in such a case, other symptoms appear, such as 
swelling over the mastoid, edema, and the risk is run of 
finding signs that infection has entered the cranium. 

Intra-mastoid retention of pus is happily not always so 
obscure in the course of chronic otorrhea. Quite often, 
in fact, pain and the sensitiveness of the region of the 
apophysis are not slow in exhibiting the classical local 
symptoms of mastoiditis, so-called mastoid retention; for 
it is well recognized to-day that all suppurations of the ear 


are accompanied by a purulent mastoiditis, and the local | 


signs in question—swelling, edema, and redness of the 
skin—indicate not simple antral suppuration, but impris- 
onment of pus in its interior. 

These signs always notify the natural advance of the 
pus to the soft external parts, which we consider as favor- 
able and beneficial: favorable in the sense that the mas- 
toid antrum is shown to be superficially placed, and re- 
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moving atthe same time the danger of eruption of pus 
towards the cranial contents; beneficial in the sense that 
it clears the mind of all doubt in those doctors most in- 
clined to hesitate or temporize, and causes them to operate 
without delay. 

What must happen in such cases? What must be the 
nature and extent of ourintervention? We believe we can 
arrive at the principle. Whenever there is an indication 
to operate on the mastoid in the course of a chronic otor- 
rhea, whether on account of the phenomena of retention, 
or that one proposes to discover and destroy the lesions 
maintaining the suppuration, the operation of opening the 
eavity and subsequent curetting ought to affect the whole 
of the cavities of the middle ear. 

It is of slight importance whether we commence the op- 
eration through the antrum to reach the attic, along the 
aditus, after the method of Zaufal, or whether, following 
the teaching of Stacke, we enter the antrum via the attic. 
Yet, again, all the cavities, all the recesses of the middle 
ear, must be opened and cleaned out. Proceed otherwise, 
and the patient, notably in a case of retention, remains ex- 
posed to a persistence of this otorrhea, its reproduction, 
and finally to those accidents we seek to combat. 

2. Indications for opening the Mastoid with a view to the 
Radical Cure of Chronic Otorrhea. 

We believe we may express this principle, that any focus 
of suppuration, however inveterate it may be, is unable to 
resist the surgical treatment which realizes the triple result 
of exposing, then cleaning and draining, the whole of its 
suppurative surface. 

What has for long justified the expression ‘‘intractable 
otorrhea”’ is that, up till recent times, apart from acci- 
dental retention of pus in the mastoid, indicating urgently 
the opening of the antrum, all treatment of aural suppu- 
ration was limited to the opening of the tympanum. This 
is only a very small part of the cavities of the middle ear. 
Above it is the lodgment of the ossicles, the attic, whichis 
concealed from our inspection by the osseous ridge, which 
results from the difference of level between its roof and 
that of the auditory meatus. Behind it, and on a slightly 
higher level, is the petrous antrum, communicating with it 
by a narrow canal, the aditus, and extending more or less 
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far in the direction of the base of the mastoid process. 

The prolongations of the tympanic cavity upwards and 
backwards, the attic, and the antrum are the most often 
involved in the pathologic process, and especially in the 
suppurations. Further, certain peculiarities of the ana- 
tomic disposition render them peculiarly favorable for 
the retention of pus, and the perpetuation of suppuration 
at their level. 

Indeed, both these peculiarities are explained by their 
situation, which renders them inaccessible through the 
natural passages both to our inspection and our means of 
treatment. Let us add, in regard to the petrous antrum, 
that as it dips more or less deeply into the mastoid process, 
below the level of the aditus, which is its natural outflow, 
and passes insensibly in many cases of old-standing ostei- 
tis, along with the mastoid cells, into a large suppurating 
cavity, which extends down to the tip of the process, it can 
only emit its pus into the tympanum when there is enough 
to overflow—a circumstance favorable for the development 
of fungating granulations, which in their turn can keep 
up the suppuration, and only disappear under the action 
of thecurette. As regards the attic, it would seem at first 
sight that its situation immediately above the tympanum 
would favor in the best possible way the outflow of any 
pus secreted in its interior, butin its origin the mechanism 
of ‘the retention of the pus is here of a special nature: 
namely, in the very middle of the cavity in question there 
is the bulk of the ossicles, which are held in their respec- 
tive positions by complicated ligamentous apparatus, whose 
meshes allow the pus to circulate only with the greatest 
difficulty. We must add to this that the ossicles, which are 
generally affected by the spread of the fungating osteitis, 
contribute actively in keeping up the otorrhea. 

The preceding considerations had not escaped the sur- 
geons of the Halle school, where we must admit that mod- 
ern aural surgery, which has become so fruitful in its 
results, had its birthplace. Schwartze was the first who 
endeavored to bring about the cure of several otorrheas 
by opening the antrum with a view to making a counter- 
opening for the outflow of lotions injected through the 
meatus. 
On the other hand, one of his pupils, Ludewig, brought 
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about the cure of other chronic otorrheas by the extrac- 
tion of the carious malleus and incus. The road was thus 
opened in the direction of genuinely rational treatment for 
the most intractable forms of otorrhea; but it remained 
for Stacke (of Erfurt) to give the complete solution of the 
problem, by proposing a new operative method of laying 


open and cleaning by one stroke the whole of the cavities 
of the middle ear. 


2 Stacke, however, limited his first interventions to the 
attic, but soon experience taught him that this limited in- 
tervention ended most frequently in failure, as the lesions 
met with in this cavity existed almost always simultane- 
ousiy in the antrum, and he arrived at this conclusion, to 
which we have ourselves been led by experience, and 
which we cannot express too strongly as a principle, that 
the mastoid antrum, the actual prolongation of the attic, near 
the base of the petrous bone, participatesin the great major- 
ity of cases in the suppurative lesions of the latter, and ought 
therefore to heopened and curetted at the same time, when 
sufficiently long attempts at local treatment of the otorrhea 
through the auditory meatus have failed. 


We are now naturally led to study the combination of 
signs, which in the course of a chronic ottorrhea indicate 
that the attico-antral cavity participates in the suppura- 
tion, if, indeed, it is not the sole or principal source, and 
that consequently surgical interference is called for, an- 
swering the precise object of rendering accessible to the 
action of the curette and to drainage a region which is 
naturally beyond our means of treatment, owing to its an- 
atomic situation. 


Clinically, chronic otorrhea, originating in the antrum, 
presents itself under two distinct aspects, according as it 
is accompanied or not by a fistula. We should consider 
the symptoms of these two forms successively. 

In most cases the mastoid fistula is on the external sur- 
face of the process, and as a rule at its base, but it may be 
further back or near the tip. Under these circumstances 
there is nothing easier or more instructive than to explore 
the opening by means of a probe. We are here, so to 
speak, brought directly in contact with the osseous lesion, 
and when the instrument has penetrated the antro-mastoid 
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cavity, it gives us very valuable information as to its situ- 
ation and dimension. 

But the mastoid fistula does not, always appear on the 
external surface. It may occupy other positions, and it is 
all the more important to recognize them, in proportion, as 
they are unusual. 

Let us mention, in the first place, those not very rare 
eases in which it is found on the posterior wall of the au- 
ditory meatus. We have recently observed during the 
present year a remarkable examplein a diabetic lady, 
about fifty years of age, who was sent on account of what 
appeared to be a simple otorrhea. ‘I'he first peculiarity 
which arrested our attention was that insufflation of air 
into the tympanum was not accompanied by perforation 
sound, and further that the fundus of the meatus was ob- 
structed by a large granulation-mass, growing from the 
posterior wall. After we had removed this granulation 
ftom the wall, we found a fistulous orifice, from which pus 


escaped in abundance. This ledus to suspect an anterior 
mastoid fistula. 


In this case we were unable, on account of the narrow- 
ess and obliquity of the osseous fistula, to confirm our 
liagnosis by means of the probe or exploratory irrigation 
ymeans of Hartmann’s canula, but the lesions seemed 
ificiently characteristic to justify the proposal to open 
he mastoid cavities, and we had an opportunity, a few 
ays afterwards, of verifying the exactness of our diagno- 
In point of fact, the operation revealed that the pro- 
8s was converted into a vast suppurating cavity, from 
hich the pus could only escape by an overflow through 
enarrow orifice on its anterior wall. 
The diagnosis of chronic mastoiditis, which is difficult 
nen a perforation occupies the position described, is 
ich more so when, subsequent to chronic Bezold’s mas- 
itis, it is situated on the internal wall of the process, 
tpus escaping from there, along adeep track underly- 
tthe sterno-cleido-mastoid, to escape by an orifice often 
away from the mastoid region, so that the first idea in 
’s mind is that one has to deal with a fistula arising 
ma cold, cervical, glandular abscess. 
Ne published at the commencement of this year, in the 
thives Internationales d’ Otologie, aremarkable case, and 
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we believe a unique one, of this clinical form, occurring in 
a young man of twenty years of age, who had come for the 
treatment of a cervical orifice in the right side of hisneck, 
immediately behind the posterior margin of the sterno- 
cleido-mastoid muscle. This fistula had existed for four 
years, and was all that remained of a diffuse phlegmon 
of the neck, which had come on after anacute suppuration 
in the ear. On the first examination, we found that the 
tympanic membrane was destroyed, and that the ear still 
suppurated in a slight degree. The co-existence of a cer- 
vical fistula along with an old-standing otorrhea put us 
on the right line for the diagnosis, and our suspicions were 
confirmed by the exploration of the track by means of a 
probe pushed upwards, penetrating at first the mass of the 
sterno-cleido-mastoid, then the interior of the mastoid 
process. The young man recovered after a long and la- 
borious treatment, which consisted, on the one hand, in 
the opening and curetting of the whole cavity of the mid- 
dle ear, and, on the other hand, the opening in all its 
length of the fistulous track, in such a manner as to trans- 
form it into one deep groove; finally, in the resection of 
the bulk of the mastoid process, so as to reach the granu- 
lations which had developed in its interior around the per- 
forations on its inner wall. 

It remains now to consider the signs by which one may 
recognize the second category of cases of chronic mas- 
toiditis, namely, those in which there is no fistulous track 
to offer more or less direct communication between the 
mastoid focus and the exterior. 

It is in such cases, apart from accidental retention, that 
the diagnosis offers the maximum of difficulties. It seems 
to us that the term latent mastoiditis is peculiarly applica- 
ble to this clinical form. 

Inspection and palpation of the mastoid region reveal ab- 
solutely no abnormal peculiarity; there is neither fistula 
nor redness of the skin, nor tenderness on pressure. The 
whole symptomatic expression of the affection is limited to 
an intractable otorrhea, in the customary sense of the 
word, that is to say, resisting the most varying therapeu- 
tic means, including the extraction of the ossicles. 

What do we learn in such cases from the examination of 
the tympanic membrane? 
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We find it always perforated, that goes without saying, 
but its perforations may be referred to three distinct types, 
which are easy to classify: 

1. There is first the type of Shrapnell perforation, situ- 
ated above the short process of the malleus. 

2. Then circum-malleal perforation, characterized by 
extensive destruction of the tympanum all around the han- 
dle of the malleus, which hangs inits middle. Often there 
are fungating granulations in the posterior region of the 
perforation, that is to say, in the neighborhood of the adi- 
tus, which indicate disease in this region, and irrigations 
in this direction made by means of Hartmann’s canulacon- 
firm this presumption by bringing about the expulsion of 
cheezy and fetid pus. 

3. Finally, the postero-superior perforation, characterized 
by a small loss of substance in the membrane, situated in 
the region of the aditus. This perforation, like, the pre- 
ceding ones, frequently allows of the passage of small 
polypoid masses, which recur invariably every time they 
are removed, and irrigation directed towards them by 
means of Hartmann’s canula produces the same result as 
in the preceding cases. 

Independently of these polypoid growths, the different 
types of perforation which we have just passed in review 
permit us at times to discover whitish mother-of-pearl 
masses, which are nothing else but cholesteatomata occu- 
pying the attico-antral region. In such cases the Hart- 
mann canula again plays its marvellous role, as a means 
of diagnois, by expelling these pathologic products, which 
are so characteristic, and placing them directly under the 
eye of the observer. 

The different otoscopic confirmations which we have just 
enumerated would then offer strong presumtion in favor of 
the suppurative focus being in the attico-antral region, 
especially if in the case of large tympanic perforations the 
examination of the lower part of the drum revealed no le- 
sion capable of keeping up the suppuration. 

Does this diagnosis carry with it at once the indication 
for opening the mastoid and the attic? We do not think 
so. Ina case which we have supposed of an intractable 
chronic otorrhea, but unaccompanied by indications of 
retention, or threatening complication, there is no urgency 
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for interference. It isthen our duty to avoid having re- 
course to the great surgical opening in question, until we 
have exhausted the rational local means applicable through 
the meatus. A.nong these means we would place in the 
first line irrigation practiced through the perforation in 
the direction of the attic and aditus by means of Hart- 
mann’s canula, this simple instrument of which we have 
now to speak strongly in praise as a curative means, just 
as we have already spoken of it as valuable for diagnostic 
purposes. In point of fact, these irrigations carried out 
regularly and followed by the insufflation of various anti- 
septic powders and by tampons plugged as deeply as pos- 
sible, bring about a cure with considerable frequency in 
cases in which one would be tempted at first sight to con- 
sider the surgical opening the only possible means of treat- 
ing them successfully. 

If these means, employed methodically and regularly for 
several weeks, should fail, there is still one method of 
treatment to which we should have recourse, namely, the 
extraction of the ossicles through the natural passages, 
especially when we have to deal with a Shrapnell perfora- 
tion, or when the ossicles appear manifestly affected with 
osteitis. 

This operation ought to be followed by as complete cu- 
retting as possible of the attic by means of little curettes 
curved in different directions, after which the drum should 
be plugged with strips of gauze, which we should take care 
to introduce right up into the superior part. 

After several consecutive weeks of this treatment we 
must be guided by our results. If the suppuration pér- 
sists, with or without the regrowth of granulations in the 
region of the aditus, if the injections directed upwards and 
backwards by means of Hartmann’s canula towards the 
antrum continue to bring about the expulsion of fresh 

. quantities of pus, and particularly if this pus is fetid, 
laden with cheesy granulations ang with necrotic scales, 
there should be no further hesitation; the extraction of 
the ossicles has only enabled us to touch a portion of the 
lesions, and there remains another focus to be opened and 
cleansed, which could only be done at the cost of an op- 
erative breach, necessitating an external wound; from 


this moment to open surgically the attic mastoid cavities 
becomes an absolute duty. 
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Indications for the Opening of the Mastoid in Chronic 
Otorrhea in Cases of Threatening of Intra-Cranial Com- 
plications. 

We have just passed in review two classes of cases in 
which the operation of opening the mastoid was a neces- 
sity, but in these the urgency of their nature was quite 
different: in the first it was a matter of intervening with- 
out delay in order to insure the escape of pus supposed to 
be retained in the mastoid cavities, and at the same time 
to remove the focus of suppuration by opening it and 
cleaning it out in its whole extent; in the second class, on 
the other hand, this latter task was the only one which 
had to be fulfilled; we were in presence of an otorrhea 
which had proved its intractable nature under all methods 
of treatment directed against it through the natural open- 

ings, whence the conclusion that the focus keeping up the 

suppuration was inaccessible by these passages, and that 

it was necessary to attack it by an artificial route. But, 
however, there being no urgent call for the intervention, 
the operator can take his time and only decide to inter- 
vene after he is assured of the insufficiency of other 
methods of treatinent. 

We have now to consider a third class of cases, in which 

the urgent call for intervention is still more imperative 
than in the first; it is not merely a matter of allowing exit 
for purulent secretion which is prevented from escaping, 

and thus to put an end to the more or less severe pain, at 

the same time that one assures the patient against the 
possible danger of an extension of pus into the intracranial 
cavity, but it is necessary to combat without delay the real 
danger of a commencement of meningo-encephalic exten- 
sion. 

Before entering upon this subject there is one symptom, 
pointing to a well-known complication of chronic suppura- 
tion of the middle ear, with which we think we ought to 
occupy ourselves at this point, more especially in con- 
sidering the indications for the opening of the mastoid. 
We refer to the occurrence of facial hemiplegia on the 
same side as the affected ear. It seems to us that we are 
all agreed in according to this eventuality, under the cir- 
cumstances supposed, a very special degree of gravity. 

It marks, indeed, a further step in the progress of the de- 
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structive work of the osteitis, and it is not uncommon to 
see it followed more and more quickly by the explosion of 
an intracranical infection. In all cases, this occurrence 
being possibly the result of compression of the nerve, 
either by a sequestrum or by granulations blocked up in 
the region of the aditus, it is rationally indicated that we 
should at once go to the help of the nerve which is thus in 
danger, so as to be in time to prevent, if possible, a lasting 
facial paralysis. For all these reasons we ought to con- 
sider the occurrence of peripheral facial hemiplegia on 
the same side as the diseased ear, in the course of chronic 
otorrhea, if not as an indication sufficiently decisive to 
determine of itself the necessity for intervention, at all 
events as an argument of such a nature as to remove all 
hesitation regarding the necessity for operating without 
delay, in cases where the collection of signs presented by 
the patient would seem to render the surgical opening of 
the 2ar justifiable. 

While there is only relative urgency in case of the oc- 
currence of facial hemiplegia of otic origin in the course 
of an intractable otorrhea, this urgency to the opening of 
the mastoid becomes absolute in the presence of any symp- 
tomatic manifestation betraying the commencement of 
intracranial infection with or without concomitant reten- 
-tion of pus, the natural outflow of antral pus through the 
tympanum and the external meatus preventing in no way 
the fungating osteitis from carrying on this destructive 
work, and from exposing at any given moment the exter- 
nal surface of the dura mater to contact with the infectious 
germs of the aural focus. 

We do not consider it our duty here to draw up a com- 
plete symptomatic table of intracranial infection arising 
from the ear, whether we are concerned with the com- 
mencement of meningitis, of encephalitis or of throm- 
bophlebitis of the lateral sinus. It is quite evident that 
when the classical symptomatic combination of symptoms 
peculiar to one of these complications is produced, the 
opening of the skull and the search for the intracranial 
focus must be carried out without delay, as the only pos- 
sible means of saving the patient. 

Now, in such circumstances, even in the presence of 
certain symptoms called focal symptoms, pointing to the 
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existence of a focus of encephalitis more or less distant 
from the petrous bone, our opinion ( which we know be- 
sides to be that of most of our colleagues in aural surgery) 
is that instead of basing our choice of site for the cranial 
opening on considerations of cerebral localization, it is 
better to proceed straight away to carry out the antro- 
mastoid opening, pushing our resection of bone to the ex- 
tent of laying bare the dura mater of the middle fossa of 
the skull, if we have reason for suspecting a lesion of the 
temporo-sphenoidal lobe, whereas we expose the dura 
mater of the posterior fossa and the lateral sinus if the 
symptoms observed suggest more probably a lesion of the 
cerebellum or an infection of the lateral sinus. 

We have been supposing a case of confirmed intracranial 
infection; but before arriving at this, our patients pass 
often through a certain premonitory phase, the significa- 
tion of which it is important to recognize, because in pro- 
ceeding from this moment to the opening of the mastoid, 
we have a great opportunity for circumventing possibili- 
ties of accidents by means of disinfection limited to the 
osseous focus, or at least of preventing them from passing 
the barrier formed by the dura mater. 

We cannot, therefore, too strongly insist upon the symp- 
tomatology of this period when the danger might yet te 
relieved by a simple operation, not risking the grave con- 
sequences attached to any interference beyond the limits 
of the dura mater. 

In the first line of this symptomatic enumeration we 
would place pain, which is no longer limited to the deep 
part of the ear and the mastoid region, but diffused to- 
wards the forehead or the vertex, and taking on the 
character of severe headache. Often this is accompanied 
by a certain degree of photophobia, and the countenance 
acquires the contracted expression which is so peculiar to 
the initial stage of meningitis. Other symptoms may be 
added to these and accentuate their significance, even 
when there does not yet exist any established meningo- 
encephalitis, a fact proved by the result of the opening of 
the mastoid at this period: it may be a vertiginous state, 
preventing the patient from standing erect, and even ac- 
companied by nausea; there may be bilious vomitings, 
absolutely analagous to those occurring in confirmed men- 
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ingitis; there is occasionally a shade of inequality be- 
tween the two pupils. Lastly, the temperature does not: 
alway# remain normal at this period, especially if the ac- 
cidents in question are accompanied by purulent retention, 
or if there is the commencement of infection of the lateral 
sinus, in which case the fever may present the extensive 
oscillations which are so characteristic. 

Once more we cannot insist too much on the urgency 
ereated in regard to the mastoid operation, not by the sim- 
ultaneous appearance of all the preceding symptoms, but 
the occurrence in a decided form of even a single one of 
them. 

Under such eircumstances, we would formulate the 
principle that the osseous opening ought not only, as in all 
cases of chronic otorrhea, to extend into all the cavities of 
the middle ear, but it ought to be carried to the denudation of 
the dura mater. No doubt the operator is often saved 
this trouble, and in many cases in which a prompt inter- 
vention may have been determined upon, the occurrence 
of several meningitiform manifestations which we have 
just enumerated, but will find the explanation of the.sym- 
toms in question in the discovery of a perforation of one 
of the deep walls of the attico-antral space, leaving the 
dura mater bare, in direct contact with the pus of the 
focus. 

The duty of the operator in cases of this kind is to carry 
out minute disinfection of all the walls of the focus, and 
especially of the denuded portion of the dura mater; also 
to leave the surgical wound sufficiently open in order to 
permit of a subsequent inspection of the osseous cavities 
which have been operated on; but, on the other hand, our 
confirmed opinion is that we ought not at the time of this 
Jirst intervention to open the dura mater, because the sim- 
ple extra-dural disinfection may suffice, and it suffices 
often to bring about the complete subsidence of even ex- 
tremely anxious meningitiform disturbances. Now, those of 
us who have had any experience with cranial intervention 
know how different the prognosis after the operation must 
be according as the dura mater has been opened or not. 

It ought only to be opened at a second operation, on 
which we must, however, decide without hestitation and 
without delay if after supervision for twenty-four hours 
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‘subsequent to the first operation there is a persistence, or, 
still more, an accentuation of the symptomsof intracranial 
infection. 

If the necessity for the deeper operation occurs, it is re- 
markably facilitated by the first one, which has had for 
its result to lay bare the region of the dura mater, behind 
which may be found the focus we are seeking for, either 
immediately on the surface of the pia mater, or, it may be, 
at a slight depth in the cerebral substance. 

Under these circumstances, the mastoid opening will 
form the first rational stage of the intracranial interven- 
tion; it will have served to justify its further performance, 
and to simplify the process of carrying it out. 


CONCLUSIONS. 


A. 

The opening of the mastoid is indicated in the course of 
chronic otorrhea under three distinct circumstances: 

(1) When the object is to give vent to pusin cases of 
purulent retention. 

(2) For the circumvention of conditions indicating the 
threatening or the commencing of intracranial infection of 
aural origin. 

(3) For the cure of the otorrhea after it has been rec- 
ognized that this has proved intractable to different meth- 
ods of local treatment applied through the auditory meatus, 
iucluding the extraction of the ossicles and the curetting of 
granulations accessible through this passage. 


B. 
The operation is only urgent in the two first cases. 


C. 

In all cases of chronic otorrhea the opening in the bone 
should extend from the antrum ‘to the attic. or from the 
attic to the antrum, and be followed by curetting andcom- 
plete disinfection of the whole of the cavities of the middle 
ear. 

D. 

In the case of threatening intracranial complications, the 
osseous breach ought to extend from the first to the sus- 
pected region of the dura mater; this membrane, however, 
not to be opened until a second operation, after a delay of 
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armed expectation of as short duration as possible, if the 
threatening signs in question are seen to persist or still 
more to increase. 


OPENING ADDRESS BY PROFESSOR KNAPP (NEW YORK). 


Professor HERMANN KNAPP said we did not only want to 
be informed that under certain conditions, which his pre- 
decessors had so exhaustively and authoritatively dealt 
with, the mastoid should be opened, but also when, howand 
where, in particular how extensively, it should be opened, 
the description of the mere technique or the operation, 
however, lying outside the question. When acute puru- 
lent otitis media was on the border-line of becoming 
chronic, or had just become chronic, opening of the mas- 
toid was indicated both as a curative and prophylactic 
measure. The indication for opening the mastoid was 
strengthened if tuberculosis, diabetes, syphilis, or some 
other constitutional disease, were present, particularly in 
the case of children. He thought the frequency of re- 
lapses in children was owing to the structural conditions of 
the infantile mastoid. He mentioned a case which had 
come under his own observation, to show that the suppu- 
ration may leave the tympanic cavity, attic, and antrum, 
but extend into and beyond the tip of the mastoid. The 
pus cells in this case travelled through the condensed 
bones in passages so small that they could not be followed 
with the naked eye. The indications for operation in ad- 
vanced cases of destructive subacute chronic mastoiditis 
were absolute, and in the relapses of suppurative mastoid- 
itis almost absolute. The prognosis in both cases was 
favorable. He had seen children recover who had a whole 
mastoid and a good deal of the adjacent temporal bone 
converted into gelatinous masses, and the dura extensively: 
covered with soft discolored granulations. The best treat- 
ment of cases which from the beginning showed a disposi- 
tion to long duration was to perform first the opening of 
the mastoid, and conduct the subsequent local and consti- 
tutional treatment with the utmost care and perseverence, 
so as to prevent the affection from becoming chronic. As 
particular requirements in such cases, he should lay stress 
on (1) a large, deep, and angular incision of the drum- 
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head and the adjacent part of the posterior wall of the ear 
‘canal as soon as there was bulging, (2) opening the mas- 
toid and thorough removal of all diseased tissue, (3) en- 
larging the antral canal by cautious scooping, (4) watching 
the course of recovery, using dry treatment rather than 
syringing. In chronic suppurative otitis media without 
symptoms of mastoid involvement that had resisted topical 
treatment and intratympanic operations, attico-antrectomy 
was indicated. In many cases it was difficult to determine 
when this should be done. During past years intratym- 
panic, operations had steadily lost ground. Many aural 
surgeons reported good results from the removal of the 
ossicles and cleansing the attic in cases of chronic otorrhea 
with or without cerebral symptoms. But, unfortunately, 
the good results in most of them had not proved permanent. 
He alluded to a patient who had long been treated by in- 
tratympanic procedures, but received only temporary 
relief. Such cases had determined him not to lose much 
time with intratympanic operations, although he would not 
goso far as an excellent otologist who told him that he 
had abandoned them altogether. 

If the outer wall of the mastoid was perforated, and an 
abscess or a fistula present, it was indicated to evacuate 
the abscess and seek the perforation, and, guided by it and 
the fistula, open the mastoid freely and remove all morbid 
material. That was better than to let the patient take the 
uncertain chances of a spontaneous a which was 
rarely complete and permanent. 

If the disease extended beyond the mastoid process, the 
radical tympano-mastoid operation had to be followed by 
operations on the affected parts outside the ear. 

If in chronic purulent otitis media the anterior wall of 
the mastoid bulges—which meant a suppuration in the 
cells adjacent to the posterior wall of the ear canal—a free 
incision down to the bone was indicated. We should then 
explore the wall with a probe, or, if the skin was swollen 
and painful, wait a few days to see whether the mastoid 
should be opened from the outer surface or from the an- 
terior. 

If the pus extended from the ear into the pharynx, form- 
ing a retropharyngeal abscess, he would open the mastoid 
and expose the tympanic cavity and attic clear to the tym- 
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panic orifice of the tube, and free it as far as possible from 
pus and disintegrated tissue. 

The extension of the disease to the posterior cranial fossa 
was so important and so frequent thatthe removal of the 
posterior wall, in particular that part of it which formed 
the sulcus of the sigmoid sinus, had been recommended 
and practiced by some competent aurists in all cases. If 
the posterior wall showed no flaw on the closest search, 
and the suppuration was limited, he had left the wall alone; 
but when the contents of dhe mastoid had undergone ex- 
tensive molecular disintégration, he considered the explo- 
ratory exposure of the sigmoid sinus and dura mater 
correct practice. Similar indications resulted from the 
extension of the suppuration into the middle cranial fossa, 
an occurrence less frequent than its extension into the 
posterior fossa. 

Extension of the suppuration in the petrous bone might 
indicate opening of the mastoid as an initial step for re- 
moving carious and necrosed portions of the petrous or 
evacuating pus which had passed from the middle ear 
through petrous bone into the posterior cranial fossa, pro- 
ducing an epidural abscess on the posterior surface of the 
petrous bone. 

Meningitis in the first stage might be recovered from 
by opening of the mastoid and posterior and middle cra- 
nial fosse, exposing boldly the posterior surface of the 
petrous and liberating the pus. 

Necrosis of the different portions of the temporal bone 
indicated the opening of the mastoid in most cases. 

It was evident, Professor Kappsaid in conclusion, that 
the opening of the mastoid in its recent development by 
the combined efforts of general and aural surgeons took 
rank among the most important operations. 


Professor LUCAE(Berlin) then read a paper on The 
Radical Operation in Chronic Suppurative Inflammation 
of the Middle Ear. 


At the outset I cannot sufficiently express my high esti- 
mation, he said, of the operation in question as an extra- 
ordinary means of curein chronic suppuration of the middle 
ear. At times it has been only by means of this operation 
that I have seen healing brought about in a large number 
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of cases. The following observations are intended to serve 
the purpose of diminishing the abuse of the operation as 
much as possible. 

In the University Aural Clinic in Berlin under my direc- 
tion there have been from April, 1881 (date of the founda- 
tion of the stationary clinic) up to August, 1899, 1,935 
operations for the opening of the mastoid process, of which 
852 were for acute and 1,083 for chronic forms of suppura- 
tion. Ata superficial glance these numbers may appear 
large even in the chronic cases, but the experienced aurist 
will agree with me that the number of the chronic cases in 
which operation had been performed is by no means great 
in proportion to the acute. 

It is obvious that in only a fraction of the chronic cases 
in which operation was performed was the operation such 
as is known as the ‘‘radical’’ one (opening of the whole of 
the cavities of the middle ear), this having only come into 
general use within recent years. 

In order to form a more exact estimate of the frequency 
of performanceof the ‘‘radical’’ operation in the chronic 
cases, I have calculated the percentage of operations to the 
total of cases of aural suppuration, and have selected for 
this purpose the last four years (the years are counted 
according to the customary prussian ‘‘State year’’ from 
April to April). This has been done particularly, because 
during this period the treatment by means of irrigation with 
formalin lotion has been adopted since 1895. These hada 
double advantage, because I was able to cure without op- 
eration the larger number of cases, or at least to improve 
them, and further that, if the remedy produced no good 
result, the indication for operation was all the more dis- 
tinctly marked. 

The following are the numbers arrived at during this 
period, namely, from April to April in each year: 

1. 1895-96 in total, 2,061 middle-ear suppurations; 

648 acute, with 86 operations = 11°72 per cent. 
1,413 chronic, with 116 operations = 8°35 per cent. 

2. 1896-97 in total 1,763 middle-ear suppurations: 

528 acute, with 66 operations = 12°5 per cent. 
1,208 chronic, with 85 operations = 7°03 per cent. 

3. 1897-98 in total 1,700 middle-ear suppurations: 

581 acute, with 69 operations = 11°87 per cent. 
1,119 chronic, with 69 operations = 6°16 per cent. 
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4. 1898-99 in total 1,661 middle-ear suppurations: 

530 acute, with 61 operations = 11°51 per cent- 
1,131 chronic, with 90 operations = 7°95 per cent. 

It must be mentioned that the number of new ear 
cases has by no means diminished, but, on the contrary, 
from 1895 to 1899 there has been an increase from 6,536 to 
6,704. The percentage numbers speak for themselves 
sufficiently distinctly, and they show that the number of 
operations in chronic cases as compared with the acute 
ones is much smaller; in the year 1897 to 1898 they were 
only about half. Further, it is of interest to notice how 
small the absolute percentage of operations in chronic 
cases has been on the whole, and that the acute cases call 
for relatively few operations. , 

The statistical comparison of this period of four years of 
formalin treatment with the previous years would give no 
certain results, because most of the cases of chronic sup- 
puration in the middle ear have been treated as out- 
patients, and only a few in the in-patient department, and, 
as happens unfortunately in every polyclinic, many of 
them fail to return with any regularity. We have, how- 
ever, the general impression that the results of the forma- 
lin treatment have been better than those of any other. It 
is particularly in cases running a ‘‘ cold’’ course without 
any threatening symptoms, and where it was only on ac- 
count of the fetor of the discharge that there was any 
suspicion of deeper-seated affection that the formalin 
treatment was most remarkable. The general rule was 
that when the treatment was carried out carefully several 
times a day for four or six weeks, and no improvement in 
the fetor was brought about, the subsequent operation 
always revealed severe affection of the temporal bone 
(empyema, caries, cholesteatoma, etc.). Formalin has 
the double advantage that it is not only a powerful disin- 
fectant, but itis very cheap. The strength of the solution 
used by me for irrigation is fifteen or twenty drops to one 
litre of boiled water. I have never observed severe or 
lasting irritation produced thereby. The only unpleasant 
effect, especially in frightened children, is that the remedy 
runs through the Eustachian tube, and produces occa- 
sionally transitory pain in the pharynx. This, however, 
is soon overcome by means of gargling with cold water. 
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In such cases a weaker solution may be employed, as the 
effect of the formalin is very powerful. 

Gentlemen, as I think in German, I have spoken in my 
native tongue. But I now only wish to say some words 
for the British ears not understanding German. I am of 

the opinion that the opening of the mastoid, or at least of 
the cavum tympani, is a very important help in the treat- 
ment of chronic otorrhea. But also one may get on in 
plenty of cases by non-operating. I beg to add that in- 
stead of being proud of saying, ‘‘I have operated on so 
many patients,’’ one should be prouder of saying, ‘‘ I have 
cured so many patients also without operating.”’ 

Professor GuyE (Amsterdam) said the mastoid opera- 
tion was a very great boon to the patient and to humanity 
in general, as Professor Macewen had so well said, but, 
nevertheless, as to finding the indication for mastoid 
operations only in discharge which did not give rise to 
dangerous symptoms he could not agree. He was with 
Professor Luce when he said that one should be prouder 
of having cured cases of chronic suppuration without an 
operation. He considered that the important thing ina 
case of chronic otorrhea was to keep the meatus as clean 
as possible, the using of carb. glyc., and, thirdly, to have 
great care for the keeping open of the Eustachian tube. 
His practice was, to patients who could bear the expense 
of a menthol insufflator, to get them to blow methol into 
the nose and through the tympanum, after Politzer’s 
method. The operations ought to be reserved for really 
dangerous cases. 

Dr. Moure (Bordeaux): I am quite of the same opinion 
as the openers of the discussion, who do not hesitate to 
open the mastoid whenever a discharge from the ear re- 
sists medical treatment, followed or not by the extraction 
of the ossicles, when this treatment has been properly 
carried out. It is certain, however, that surgical treat- 
ment ought to be limited to some otorrheas, and not 
practiced in all, ag seem to think the partisans of surgical 
treatment @ ouwfrance. When a purulent otorrhea is com- 
plicated by local pain; when irrigation directed towards 
the attic washes out cheesy matter, or, still more, mother- 
of-pearl pellicles; when the otorrhea continues to be 
fetid, in spite of regular irrigation; when, finally, we see 
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the granulations recurring, in spite of ablation or cauteri* 
zation, still more if there are spots of caries towards the 
superior or posterior parts of the meatus—in all these 
cases we must not hesitate to interfere surgically. More- 
over, it may be said that all those who have had occasion 
to perform a certain number of operations of this kind 
have a tendency the more they operate to be more and 
more ready to operate. They recognize the necessity for 
operating, as also the efficacy of surgical treatment, 
which alone affords the means of curing certain otorrheas 
which are intractable under ordinary treatment. 

Dr. McBripbE (Edinburgh) joined views with Professor 
Politzer, Professor Luce, and Professor Guye in their 
conservative methods with regard to mastoid operations. 
Professor Macewen had laid down that a persistent dis- 
charge alone from the ear without other symptoms was an 
indication for mastoid operation. Under certain circum- 
stances it might be so, but by no means generally. The 
question came to be, What could they promise to their 
patients from a mastoid operation? In chronic cases they 
could promise the patient nothing. A certain proportion 
did not do well after the operation, the discharge re- 
mained, and the patient was exactly where he was before. 
But he agreed with Dr. Knapp that they did not do quite 
enough operations in acute cases just beginning to become 
ehronic. Here the discharge usually ceased, the mem- 
brane healed, and hearing was restored after draining 
through the mastoid. 

Dr. JANSEN (Berlin) was prepared to accept, as his own, 
the statement of Professor Macewen, that frequently 
disease of the mastoid process did not show itself by out- 
ward signs. The question with regard to operative treat- 
ment was easier when, instead of making the diagnosis 
simply of suppuration of the middle ear, they designated 
beforehand the region of the middle ear which was af- 
fected. Then cases with suppuration in the lower section 
of the tympanum did not come into the question, but, 
nevertheless, it was only with great difficulty that they 
could effect a cure of disease in the large sinus between 
the fenestra rotunda and the facial. Further, the rare 
form limited to the.attic was also to be excluded from con- 
sideration, as it did not require to be exposed through the 
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mastoid process. On the other hand, the complication of 
abscess in the tube, which was very rare, called for an 
opening through the mastoid process. There only re- 
mained the conditions localized in the antrum and mastoid 
process. 

It was desirable to differentiate between antrum and 
mastoid suppuration, because suppuration limited to the 
antrum was often cured without operation. When the 
discharge was slight, and always about the same in 
quantity, there was a great probability of there being un- 
complicated antrum suppuration. A more exact descrip- 
tion of the symptoms which indicated retention and 
increased pressure in the antrum and mastoid cells, as 
Dr. Luc had described, was possible, and it enlar,sed the 
circle of cases in which the indication for operation was 
urgent. 

Professor GRADENIGO (Turin) said that, having per- 
formed a great number of middle-ear operations by the 
retro-auricular method in cases of chronic suppurative 
otitis media, he had come to the conclusion that the indi- 
cations for the operation, such as had been generally 
stated in the discussion, were exaggerated. For the pur- 
pose of healing simple chronic pathologic conditions of 
the tympanic cavity, the extraction of the ossicles, or even 
of the hammer only, and removal through the external 
auditory canal of the posterior bony wall, were for the 
most part sufficient. In such cases the retro-auricular 
method did not give better results, and even exposed the 
patient to risks of various kinds. It required along after- 
treatment, difficult to be carried out, especially in children, 
and the final result often compromised the success of the 
best performed operation. Amongst the decided indica- 
tions for the retro-auricular operation, with the opening 
of the mastoid, must be considered the cases of choles- 
teatoma antri, and all cases where symptoms existed 
pointing to mastoideal pathologic conditions or to in- 
tracranial complications. Regarding the technique, he 
preferred the Zaufal-Stacke method. 

Dr. Noyes (New York) said while he fully agreed with 
the advisability of operative treatment for cases where 
there was any bone disease, he recommended the dry 
treatment. There was a class of chronic cases in which 
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the acute process might have already considerably sub- 
sided, for which the treatment by dry powdered boracic 
acid was most effective. 

Professor KiiMMEL (Breslau) said: One class of cases 
has not been mentioned— hysterical girls; they are able 
to imitate any kind of symptoms. I want to illustrate this 
by reporting the case of a girl who has been operated 
upon for the fifth time, and never anything has been found. 
The skull has been trephined over and over, until there 
is a defect of the size of the palm of the hand. Her brain 
has been punctured in at least twenty places. Still, about 
every six months she becomes ill with the same symptoms; 
she reproduces all the appearances of dizziness; she 
shows facial paralysis by contracting the one side of the 
face or the other; she has temperature up to 40.2° C., or 
1043° F. This girl is quite well now, with her over twenty 
punctures of the brain and seven or ten narcoses. 

Professor EEMAN (Ghent), on the subject of opening the 
mastoid, said that, speaking generally, he was a very 
warm advocate for the radical operation, but he thought 
it was a duty in many cases to try at first, and before per- 
forming a radical operation, al/ the other means which 
science possesses against chronic otitis purulenta. 

He particularly wished to direct attention to the cases in 
which the extraction of the malleus can be sufficient to 
effect a complete and lasting recovery. He said that in 
his clinic the extraction of the malleus had been per- 
formed very often, and with splendid results, about 15 per 
cent. of the cases being entirely cured. Some of these 
cases came under treatment with conditions which would 
certainly have led other surgeons to an immediate and 
radical mastoid operation, such as fever, intracranial 
symptoms, inflammation and narrowing of the external 
auditory canal, etc. In these cases, under appropriate 
treatment, inflammation subsided in a few days, and then 
it was possible to ascertain that there was perforation of 
the membrane of Shrapnell, and caries of the head of the 
malleus. Extraction of this ossicle gave a perfect cure; 
some of the cases had continued under his observation for 
‘years after the operation, and he was able to state that 
the results had been lasting. Professor Eeman desired to 
warmly advocate the extraction of the malleus in cases of 
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chronic purulent otitis presenting perforation of Shrap- 
nell’s membrane and caries of part of the malleus, and the 
postponement of the radical operation until it has been 
practically demonstrated that the removal of the malleus 
was insufficient to cure the patient. 

Moreover, he said that he could not agree with the as- 
sertion of Schwartze, that isolated caries of the malleus 
was rare, and that as arule both incus and malleus were 
affected at the same time; in his clinic isolated caries of 
the malleus had been found to be frequent. 

Dr. OSCAR BRIEGER (Breslau) expressed himself as fol- 
lows: Among the indications for radical operation we 

have included the failure of local medical treatment to 
produce acure. According to the present standard of our 
knowledge this indication will have to be admitted to some. 
degree. But it would be erroneous to deduce that the 
operation would render subsequent treatment superfluous. 
On the contrary, after the operative opening of the cavi- 
ties of the middle ear, the alterations of the mucous mem- 
brane, which may become manifest, besides the morbid 
foci in the bone, may require further local treatment. It 
is occasionally possible to shorten the efter-treatment by 
combining it with local treatment of the mucous mem- 
brane. It is, for instance, advisable in processes which 
reveal lasting maceration of new-formed or implanted 
epidermis to plug with gauze soaked inalcohol. Formalin 
also answers those purposes, as well as combinations with 
other drugs—for instance, weak solution of nitrate of silver 
in alcohol—according to the intensity of the process in 
question. 

Luc recommends especially the evacuation of the cavi- 
ties of the middle ear. If it is o be understood by this 
that after each radical operation the ossicles ought to be 
removed, it must be objected that in the interest of the 
function the preservation of these has been advised. In 
general this advice is superflous, because the connection 
of the columella is in those cases interrupted by destruc- 
tion of the long process of the incus. It is quite true that 
the function is sometimes remarkably good after this, in 
general, complicated method. But it happens that even 
after complete skinning over of the cavities of the middle 
ar fetid secretion confinuous from’ carious points of the 
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remaining malleus. And this is less accessible for treat- 
ment, and more dangerous, because the local conditions 
are altered to a variable extent by adhesions, etc. It is 
necessary, at least, to make a careful selection of those 
cases where the ossicles are to be preserved. With regard 
to the contra-indications against the operation, Dr. 
Brieger is inclined to exclude meningitis. There are cases 
where marked symptoms of meningitis are present, and 
nevertheless there is only circumscribed suppuration, 
which may heal if new infection from the cavities of the 
middle ear is excluded by means of an operation; but 
recovery may take place in spite of diffuse meningitis, as 
ascertained by lumbar puncture, if the primary centre of 
infection is destroyed by radical operation, and if by this 
puncture more favorable conditions are created, recovery 
may in those cases be effected by removal of the infected 
material, by the lumbar tapping, or perhaps at the same 
time by the production of the new transudating lymph, 
which may have some bactericidal propensity. Of course 
successes of this kind are rare in extensive meningitis, 
but are sufficient to justify us in rejecting extensive 
meningitis as an absolute contra-indication against radical 
operation, the more so as the operation itself is harmless 
in those desperate cases. 

Dr. BARR (Glasgow) regretted that the subject of their 
discussion excluded the methods of operation, and the re- 
sults of operations, especially the latter, because he 
thought that one of the most important considerations 
with regard to the subject was the results of operative 
measures in chronic suppuration of the middle ear. Prob- 
ably the most interesting class of cases was that for which 
there was no immediate demand for operation—cases 
where there were no objective or subjective symptoms de- 
manding speedy operation. They were indebted to Pro- 
fessor Macewen for uttering a warning about continuing 
the treatment by the external meatus too long before 
adopting operation. They must not, however, be too 
much discouraged by certain dangers of ordinary treat- 
ment referred to by Professor Macewen, such as the re- 
moval of granulation tissue or polypi, as the experience 
of otologists showed that these were not great. Still, it 
was well that a surgeon. of Professor Macewen’s vast ex- 
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perience should utter those words of warning. Although 
the question of attic treatment had been rather disparag- 
ingly referred to by Dr. Knapp, Dr. Barr believed that 
the attic syringe was of great value, although many of the 
attic syringes in use were too narrow inthe bore. He had 
found that in many cases after the attic treatment, includ- 
ing the removal of the malleus and incus, and the efficient 
use of a proper attic syringe, no radical mastoid operation 
was required. 

Professor FARACI (Palermo) thanked Professor Grade- 
nigo for approving of his osteotomy forceps. In the ma- 
jority of cases he had found the removal of the larger 
ossicles and the resection of the outer wall of the attic and 
antrum sufficient. He thought it non-justifiable to open 
the mastoid as a whole till the ossicles had been removed 
through the meatus. As regards endocranial threaten- 
ings, there were two categories: (1) If the complication 
had occurred, the mastoid was a small part of the whole 
operation. (2) If the complication was only threatening, 
the operation through the meatus sufficed, as in a case 
quoted with meningitis symptoms. 

His conclusions were that the mastoid should be opened: 

1. When it was invaded by the morbid process in whole 
or in part. 

2. When all the other methods of treatment, including 
the ablation of the larger ossicies and the resection of the 
outer wall of the tympanic attic and mastoid antrum, had 
been found fruitless. 

3. In cases of manifest intracranial complications, the 
mastoid operation being followed by the further interfer- 
ence the complications demanded. 

Dr. SUAREZ DE MENDOZa (Paris) thought that pain alone 
was not necessarily an indication for opening up the cavi- 
ties of the middle ear in their totality. Sometimes in such 
cases the mastoid was found almost or quite healthy, and 
the pain was due to eburnation of the mastoid cells. A 
simple gouging of the mastoid or its erasion by means of 
an electric burr might be sufficient in such cases. With 
pain as the sole indication, they might cease operating 
deeper if the condensation of the bone and the absence of 
pus or granulations allowed them to attribute the pain to 
the condensation of the osseous tissue. 
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Dr. MILLIGAN (Manchester) said that in cases where 
local treatment had been faithfully tried for a period of 
twelve months, and where suppuration persisted, he was 
in favor of performing a mastoid operation. By local 
treatment he included the ordinary methods of antisepti- 
cally cleansing the parts, the removal of granulation tissue, 
the removal of diseased ossicles, etc. 

Where such methods failed he thought recourse to an 
exploratory operation justifiable. By its means the paths 
of infection could be followed up, concealed foci of sepsis 
could be attended to, and extension to more deeply seated 
parts frequently arrested. 

He desired to associate himself very largely with the 
opinions expressed by Professor Macewen. 

Mr. T. MARK HOVELL (London) said that the mere fact 
that a discharge had existed for a long time was not a 
sufficient reason for the mastoid process being immedi- 
ately opened up. Heconsidered that the operation should 
not be undertaken in chronic suppurative inflammation of 
the middle ear until the ordinary methods of treatment 
had been fairly tried. About ten years ago he saw a lady 
who had a discharge from one ear which had lasted for 
forty-three years. It ceased entirely after about six 
weeks’ treatment by the usual method with an antiseptic 
lotion and dry boracic powder. The discharge had not 
returned. 

Mr. Hovell was of opinion that when the attic was 
cleared out the mastoid antrum should be opened up at 
the same time, otherwise a second operation might become 
necessary. 

Dr. C. R. Hoitmes (Cincinnati) said he had practiced, 
and was likely to continue to practice, the lines laid down 
by Professor Macewen. Dr. McBride had said that they 
could not promise results to mastoid cases. He certainly 
wished to put himself against that statement. He be- 
lieved that in almost every case they could promise the 
patient acure. They should save the patient the possi- 
bility of two operations when they knew one thoroughly 
performed would cure. 

Dr. DENCH (New York) said each case must be treated 
according to the local conditions present. When the mas- 
toid operation was invélved a complete mastoid operation 
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was imperative. If during the operation the surgeon found 
that infection of the lateral sinus had taken place, he must 
not hesitate to remove every source of infection. In one 
of the speaker’s cases a second operation was necessary, 
owing to jugular involvement. 

Mr. CRESSWELL BABER (Brighton) thought that most 
were agreed that in chronic suppuration of the middle ear, 
accompanied by mastoid symptoms, the bone should be 
opened. The interesting point to consider was whether 
the mastoid should be opened in cases of chronic suppura- 
tive otitis media without any symptoms except the dis- 
charge. In those cases he considered that, as a general 
rule, first of all, every means of arresting the discharge 
through the meatus (such as careful cleansing, curetting, 
removal of ossicles, etc.) should be tried, and if the puru- 
lent discharge from the tympanum still continued, the 
risks of pyogenic infection from this focus should be put 
before the patient or his friends, and the possibilities of an 
operation on the mastoid placing him in a safer position 
explained, although, of course, no certainty of a cure 
could be promised until the parts had been exposed by 
operation, and the full extent of the disease ascertained. 


Dr. RuDLOFF (Wiesbaden) read a paper On the Opera- 
tion for the Removal of Adenoid Growths with the Head 
hanging over the Table, while the Patient is under the Influ- 
ence of Chloroform. 


In his opening remarks, Dr. RUDLOFF drew attentian to 
the method of performing operations on the hanging head, 
in cases in which there is danger of blood-suction. He 
then described his method, of which he had made use dur- 
ing the last eleven years. His experience included over 
700 cases. He advocated the free administration of chlo- 
roform, and employed Boecker’s and Hartmann’s curette 
in performing the operation. In describing the method of 
operating he drew attention to the following points: 

1. Adenoid growths occasionally have their origin in 
Rosenmiiller’s fossa. In removing them it is important 
(a) to avoid injury to the pharyngeal orifice of the Eusta- 
chian tube; (%) to bear in mind that the tissue surrounding 
the carotid artery extends into the lateral wall of the fossa, 
and that danger of injury to this artery is to be guarded 
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against. How necessary this warning is is proved by the 
case recorded by Schmiegelow. 

2. Adenoid growths must be thoroughly removed (a) in 
order to avert as far as possible the danger of recurrence; 
(4) because a certain percentage of the cases which occur 
are tuberculous. 

3. If the tonsils are enlarged it is advisable to remove 
them some time previously. 

Dr. Rudloff illustrated his method by means of a speci- 
men (sagittal section through the head), and exhibited the 
instruments he employed. He further showed casts illus- 
trating the varying dimensions of Rosenmiiller’s fossa, and 
the relation existing between this fossa and the orifice of 
the Eustachian tube, and referred to a specimen showing 
the relation between the carotid artery and the lateral wall 
of Rosenmiiller’s fossa, which was exhibited in the Con- 
gress Museum. His statistics recorded a recurrence of 3} 
percent. In concluding, he remarked that he did not ne- 
cessarily confine himself to the method he had described, 
but adapted it to the individual requirements of the cases 
which came under his care. 


Professor V. UCHERMANN (Christiania) read a paper on 
Rheumatic Diseases of the Ear. 


Mr. President and Gentlemen—Rheumatic diseases of 
the ear are but little known and seem to berare. The 
symptoms are apparently not sufficiently distinct, nor the 
etiology so clear as to establish a safe conclusion with re- 
gard to cause and effect. Still, 1 am of opinion that a 
closer investigation of the matter will enable us to recog- 
nize certain common features, symptomatic and patholog- 
ic, by which a clinical diagnosis of the special cases can 
be made or rectified. To attempt this, and at the same 
time to draw the attention of my colleagues to an interest- 
ing group of ear diseases as yet little known, is the aim of 
this paper. At the outset we are met with the old dif- 
ficulty, What is rheumatism? The answer from an etio- 
logic point of view appears to be more unsatisfactory 
than ever. Infection admitted, is it a specific infectious 
disease, or is it only a kind of pyemia dependent upon 
one or more pyogenic bacteria? Whatever the case may 
be, we have the clinical picture, which cannot be dis- 
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pensed with. As we are well aware, the characteristics of 
the disease are—its tendency to attack the connective 
tissue (fibrous or muscular) and the endothelial-lined cavi- 
ties, and to form fibrinous exudates and infiltrates. In 
this way it appears in the joints, muscles, heart, skin, etc. 
In addition to this there is its painfulness in certain locali- 
ties, also its being acted upon by salicylic acid in acute 
forms, by atmospheric changes in chronic forms. It is 
necessary to set aside all cases whose only claim to being 
rheumatic is that they appear to have arisen after a 
rheuma—that is, a cold or catarrh. To this class belong, 
for instance, many of the so-called rheumatic cases men- 
tioned by Gradenigo in his labyrinth diseases (Schwartze’s 
Handbook). It is also necessary to differentiate between 
acute and chronic forms. Among the former the best 
known are the polyarthritis acuta (rheumatic fever), acute 
muscular rheumatism and erythema nodosum; among the 
latter, the chronic rheumatic muscular and joint diseases. 
All the rheumatic ear affections that have up to the pres- 
ent been described belong to the acute forms of rheu- 
matism appearing as complications of rheumatic fever. 
Ménitre (Revue Mens. d’ Otologie et Laryngologie, Novem- 
ber, 1883 ) mentions a case where otalgia, jn the form of 
severe intermittent pain, preceded by four days the attack 
of ordinary acute polyarthritis. A similar case is given 
by Wolff ( Verhand!. der Otiatrischen Section der Wies- 
hadener Naturforscher Versammelung, 1887), who also 
adds that the joints of the ossicles can be affected. The 
clinical or pathologic proof, however, is not given. In 
both cases the appearance of the drum does not seem to 
have been altered. Moos has observed a case of apo- 
plectiform (Ménitre) deafness during thea period of con- 
valescence after acute rheumatic fever, complicated with 
endocarditis (perhaps embolic). In a second case various 
cerebral hyperesthetic symptoms appeared with attacks 
of pain and hyperacusis in the eighth and ninth weeks, 
hardness of hearing ending in total deafness (Schwartze’s 
Handbook, tome i., p. 544). Among the deaf-mutes in 
Norway is a case where an examination of the ear points 
to the existence of a combined middle-ear labyrinth. af- 
fection caused by this disease (Uchermann, ‘‘ The Deaf- 
Mutes in Norway,’’ vol. i., p. 446). 
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1 have seen two cases where ear affection preceded 
ordinary rheumatic fever. Both cases were of adults; one 
a lady twenty-five years of age, who had had rheumatic 
fever several times before, the other a gentleman of thirty - 
five, of very rheumatic disposition. In both cases there 
was an acute inflammation of the middle ear, with marked 
injection of the drum, abundant secretion of serous or 
sero-fibrinous fluid, together with quite an unusual amount 
of pain, both spontareous and when touched, which con- 
tinued even after the opening of the drum. In the case of 
the lady, during the fourteen days before the beginning 
of the fever, an infiltrate formed on the posterior wall of 
the bony meatus, involving the adjacent part of the drum, 
of the size of half a pea, red and very sensitive. In the 
man’s case there was a swelling of the posterior part of 
the drum, also a more diffuse swelling and sensitiveness 
of the septum cartilagineum nasi on the same side, with 
superficial (catarrhal) erosions. In both cases the ear 
affections healed after eight days with the beginning of 
rheumatic fever, possibly the result of paracentesis and 
salicylic acid, though the swelling of the septum did not 
disappear for several months, and caused considerable 
impediment to the nasal respiration. 

But there are also other cases where the rheumatism 
from which the ear affection arises is of a chronic char- 
acter, and where the ear disease itself runs a course less 
acute and violent, but sometimes for the organ itself more 
fatal. In the case of a young man about thirty, with a 
marked rheumatic history, I have seen without any ap- 
parent cause, and alternating with rheumatic affections of 
the throat, a bilateral, so called, otitis media serosa, that 
is, a collection of,serous or sero-fibrinous yellowish fluid 
in the tympanic cavity, with the slightest inflammatory 
signs. The case ran a slow course, but finally yielded to 
repeated incisions of the drum. I venture the hypothesis 
that many of the cases of serous middle ear affections, 
especially those marked by yellowish or amber-colored 
exudate, are rheumatic in origin or foundation, and that 
treatment with salicylic acid should be tried before any 
surgical intervention is resorted to. In another case, that 
of a young, plethoric man, abont thirty-four, the symp- 
toms when I first saw him (February, 1895) were the fol- 
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lowing: he complained that for a year he had suffered 
from tinnitus aurium and deafness of progressive char- 
acter, which latterly had greatly increased. He ex- 
perienced no dizziness, and hitherto he had enjoyed good 
hearing and freedom from ear-troubles. Occasionally he 
had felt rheumatic pains, but otherwise had never had a 
disease of any consequence. On examination the right 
drum revealed a small round cicatrix (as big as a shot) ; 
in the upperand hindermost quadrant there was a little 
dullness, but no retraction, the left drum being also dull 
and not retracted. Both the drums were movable by 
Delstanche. By auscultation the left ostium tubs Eus- 
tachii was found narrower than the right, otherwise noth- 
ing was abnormal. From the left ear the hearing of 
speech was gone. He could neither hear No. 64 of Ap- 
pun’s set of tuning-forks (64 double vibrations in a second) 
nor Galton’s whistle. Rinne was —5’’, Schwabach much 
shortened (—). On the right ear Rinne was -++5’”, Schwa- 
bach was —. The deeper tuning-forks were heard more 
distinctly than the higher, the Galton not at all. On this 
side he heard words spoken in a loud voice at a distance 
of from 3 to 4 inches. In spite of internal treatment with 
salicylic acid and iodid of potassium, together with local 
treatment (leeches, injections of iodid of potassium and 
pilocarpin, massage (Lucae, Delstanche)—after a couple 
of months he was completely deaf. At his repeated re- 
quest at last I tried a stapedectomia on the left ear. On 
probing, the stapes at first gave the impression of immo- 
bility, but by traction became loosened, and then was 
immediately replaced The only result was considerable 
giddiness for a month, during which time he had to lie 
quite still on his back. At the same time he had rheu- 
matic pains in the right shoulder. About a year later 
there appeared a reddish, fluctuating swelling of the left 
eyebrow and upper eyelid, with its seat in the periosteal 
tissue. By incision I removed about a teaspoonful of sero- 
fibrinous fluid, upon which the swelling disappeared. A 
year after, however, it reappeared in nearly the same 
place, and yielded to the same treatment. On this occa- 
sion there was also a swelling over the left tuberositas 
frontalis. Last year he called on me for a nose affection. 
There was a dry catarrh of the anterior part, with a for- 
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mation of crusts and a dry perforation of the cartilaginoug 
septum of considerable size. It had developed since the 
last time | had seen him, and proved very stubborn under 
the ordinary treatment. In connection with this case I 
might mention two similar affections of the nose that have 
come under my notice; one the case of an elderly man, 
very rheumatic, who eventually died of rheumatism (ar- 
ticular, etc.), owing to general exhaustion. The other a 
case now under my treatment, where there is no perfora- 
tion, but the pale, swollen mucous membrane is specked 
with white fibrous (sclerotic) spots. 

It is then a case of what is commonly called secondary 
sclerosis, with involvment of both the labyrinthean bony 
capsule and the nervous elements. The history of the 
case and its accompanying symptoms make it fairly cer- 
tain that it is of rheumatic nature, and, jike the affections 
elsewhere, bound to the connective tissue. For instance, 
a swelling of the lining of the canaliculi for the N. coch- 
learis and the lining of the vestibulum, with the result of 
more or less fixation of the stapes, will easily account for 
the acoustic phenomena. While with regard to the bone 
(labyrinth capsule) the result may be an eburnation 
(though with the preservation of the greater cavities— 
vestibulum, scale, etc.), or may be, in some cases, the 
apparent reverse, a rarefication (‘‘ spongiosirung,’’ Sieben- 
mann). To sum up: 

1. Rheumatic fever is sometimes preceded, sometimes 
accompanied, by otalgia, alone or together with an acute 
swelling and injection of the drum and the adjacent bony 
meatus, followed by a serous or sero-fibrinous secretion 
of the middle ear (otalgia, myringitis, otitis externa, otitis 
media rheumatica), or it may be complicated during its 
progress with affections of the middle ear and the internal 
ear (labyrinth, perhaps the auditory nerve). 

2. There are other more independent rheumatic ear 
diseases with persons of a rheumatic constitution or ten- 
dency (previous rheumatic fever, etc.). The ear affection 
appears as an otitis media serosa with yellowish, half- 
fibrinous exudate, or as a (secondary) sclerosis with pro- 
gressive character. 

3. The characteristits of the different forms are: In the 
acute forms—painfulness, excessive injection, and the 


I 


SOCIETY PROCEEDINGS. 427 


tendency to the formation of fibrinous exudates. In the 
chronic forms—the tendency to the formation of fibrinous 
exudates, and the tendency to affect the bony capsule, 
with severe tinnitus and slow but steady progression. 
Salicylic acid seems to influence the acute forms but not 
the chronic. These latter, judging from the experience of 
a case at present under my treatment, are perhaps more 
influenced by a general rheumatic treatment. 

In the discussion which followed Dr. HARTMANN said: 
The paper of Dr. Uchermann reminds me of one patient 
who probably comes in this line. A man slept one very 
cold and wet night in the woods; when he awoke he found 
he had completely lost his hearing. 

Dr. UCHERMANN, closing the discussion, said: It is pos- 
sible that Dr. Hartmann’s case comes in this line, but we 
will have to differentiate between acute catarrhal inflam- 
mation of the ear and rheumatic inflammation of the mid- 
dle ear. One is easily accessible to treatment with 
salicylic acid, the other is not. Furthermore, in rheu- 
matic cases we always find other manifestations of rheu- 


matism; exceptionally, rheumatic otitis shows infiltration 
and exudation in the ear alone. 
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ANEW ELECTRO-MEDICAL APPARATUS 


Vetter Complete Electro-Therapeutic Outfit No. 13. 
This outfit is designed for galvanic and faradic treatment, 


for cautery work and diagnostic illumination in connection 
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Controller 
and indicated 
to a fraction of 
a milliampere 
on the Mil-am- 
Meter. 

The Second- 
ary of the Far- 
adie Coil can 
be tapped at 
four different 
lengths of wire 
increased y 
the sliding He- 
lix and modu- 
lated to the 
Carbon Cur- 
rent Controll- 
er. Both the 
Galvanie and 


simul- 
Ataneously by 
the use of the 
Watteville 
Switch. 

All sizes of 
diagnostics la- 
mps can be op- 
erated by the 
light controll- 
er, and through 
the cautery 
controller all 
electrodes as 
wells the Pla- 
tinum snare 


A Flexible 
Shaft and 
Hand piece at- 
tached to the 
Motor Genera- 
tor furnishes 
the means for 
Surgical Drill- 
ing. 


Send for hew illustrated catalogue of up-to-date Batteries 
and Electro-Medical 
Apparatus. 


Maker of Elec Z edical Ap peratus, and High Crade Eye, 
ose and froat instrumen 


4 Nicollet Aven. *Minnea olis. East 23d St. 
$85 st! Poter St., St. Paul. 125 West 42a Si.,' New York. 
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APPENDIX. 
BETA-EUCAINE. 


An Absolutely Non-irritating Local Anesthetic. 

Eucaine Hydrochlorate ‘‘B’’ is a white, neutral, crystal- 
line powder, and is soluble in 30 parts of water. It is five 
times less toxic than cocain; its solutions do not decom- 
pose when kept and can be sterilized by boiling without 
deterioration. It produces neither corneal disturbances, 
nor mydriasis, has no action upon the intra-ocular tension, 
and does not affect accommodation. Beta-Eucaine has 
been employed by Professors Schweigger and P. Silex, 
at the University Eye Clinic at Berlin, in a large number 
of cataract and strabismus operations, etc., with perfect 
satisfaction. Prof. Bergmeister, of Vienna, Prof. Howe, 
of Buffalo, and many others, have used Beta-Eucaine 
solutions with great success in ophthalmic surgery. In 
ea and otology it has been highly recom- 
mended by Dr. F. T’. Rogers, of Providence, Drs. Lewis 
S. Somers, and Laurence Turnbull, of Philadelphia, 8. C. 
Delap, of Kansas City, and others. 


XEROFORM. 


The Ideal Substitute for lodoform. 

Xeroform or Tribromphenol-Bismuth is an antiseptic, des- 
iccating and deodorizing agent, which is odorless, non- 
poisonous and non-irritating, free from germs, with very 
powerful antibacterial properties, and capable of being 
sterilized by simple heating to a temperature of 120°C. 
(248°F.). Xeroform is sedative, hemostatic and analgesic ; 
it promotes granulation and cicatrization more quickly than 
any other remedy and diminishes pathological secretion 
witn great rapidity. In ophthalmology it has been em- 
ployed in conjunctival affections, eczema palpebrarum, 
traumatic and infected corneal wounds, follicular and pus- 
tular keratitis, uleus corne, trachoma, keratomalacia and 
— ophthalmia, with very satisfactory results. 

rofessor Wicherkiewicz, of Cracow, considers it a con- 
venient and useful application and not obnoxious to the 
patient. Dr. Marcinowski, of Siegmar, likes Xeroform 
best of all iodoform substitutes. Dr. Friedland, Assistant 
at the Second Ophthalmological Clinic of the University of 
Vienna, considers it fully equal to iodoform in value, and 
preferable on account of its odorlessness. 

It has also been successfully used as an insufflation in 
diseases of the nose and ear by Dr. Lewis S. Somers, of 
Philadelphia, Dr. F. Hanszel, of Vienna, and others. 


Schering’s Formalin, Formalin Sterilizer, Formalin Lamp 
and Formalin Disinfector. 

Von Heyden’s Citrate and Lactate of Silver (Credé’s) 
and-Unguentum Credé. Guaiacol liquid, Pharm. Germ. III 
Creosotal (creosote carbonate) and Duotal (guaiacol car- 
bonate). 


Literature on application. 


SCHERING & GLATZ, 58 MAIDEN LANE, NEW YORK, N.Y. 
SOLE AGENTS FOR THE UNITEDSTATES. 
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“THE ROBINSON 


IMPROVED 
FOLDING VAPOR 


BATH CABINET 


is recommended by the best physicians for RHEUMATISM, NEU 
RALGIA, LaGRIPPE, COLDS, LIVER, SKIN, OBESITY, 
KIDNEY TROUBLES. Gives BeautiruL COMPLEXION, soothes 
the nerves, prevents sickness. 


This is the only PRACTICAL cabinet made. It is a perfect 
cabinet; made of best rubber drill; folds into six inches space like 
a screen; has a door and is ready for use instantly. Is the ONLY 
CABINET on the market that can be HEATED UP before entering 
and used as a COOLING ROOM after bath. All other so-called 
cabinets that are advertised pull on and off the head, making them 
not only impractical, but dangerous to use. 


~ 
ad 
~ 
~ 
~ 
~ 
~ 


SEND US ONE DOLLAR 
and we will send you any style cabinet by express C. O. D., and 


then you can examine the cabinet at Express Office, and if found as 
represented pay agent the balance due. 


PRICES: $5.00, $6.00, $7.50, and $12.50. 
Price depends on quality of goods and finish. 


Special inducements to good agents, in towns where Cabinet Is not 
introduced. 


Send for our interesting book “HEALTH & BEAUTY”? free. 
Robinson Thermal Bath Co., 774 ZL. Jefferson St., Toledo, O. 
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THE UNIVERSAL 


MUTI-NEBULAR VAPORIZER 


\ 
\ 


For Office Use... .. 


In the Treatment of All Diseases of the 


Respiratory Ear 


Ten Different Methods_>. 
Including 
VAPO-PULMONARY MASSAGE 


—AND— 


The result of long experience, both in the use and manufacture 
of apparatus of this nature. 


Write for Illustrated Cireular, describing the instrument, and 
methods of use. 


THE GLOBE MANUFACTURING CoO., 
BATTLE CREEK, MIC 
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LISTERINE: 


IN DISEASES OF THE EYE AND EAR. 


The same satisfactory results following the use of LisTERINE 
in all sub-acute and chronic inflammations of mucous membranes 
(whether urethral, vaginal, nasal or pharyngeal), is attained by 
its judicious employment upon the more sensitive surfaces of the 
eye and ear. 

If the period of active pus formation has continued for two ~~ 

or more, the undiluted ListerINE may be 

sieneaiteceniod dropped into the eye every four hours. In 

CONJUNCTIVITIS. those forms observed in infants showing a 

tendency to the formation of pseudo-membrane, LisTERINE is 

specially valuable, and of great service in all cases of muco- 

purulent or purulent conjunctivitis, preceded by the cleansing of 
the membrane with a solution of chloride of sodium. 

A weak solution of Listerine affords a great relief from the 
GRANULAR heated, burning sensation. ; 

The scaly, sandy exfoliation of the margins of 
EYE-LIDS. the lids, and the shedding of eye-lashes is checked, 
and the constant succession of minute styes arrested. 

LisTERINE is largely resorted to in the treatment of diseases of 

both the middle and external ear, according to 
OTORREMEA. the varied views of the operators. Many precede 
the ‘‘dry treatment’’ by the gentle cleansing of the parts with 
LisTERINE, slightly warm, or LisTERINE and tepid water, equal 
parts. As inflammations of the middle ear are generally the 
result of an extension of inflammation from the naso-pharynx, 
treatment of these surfaces should be instituted from the onset of 
the attack. The nose and throat should be thoroughly cleansed 
with an alkaline solution, such as: 
Aqueq.s.ad.. . . f. Siv AM. 
Sig. 3 iin % ii warm water snuffed up the 


nose, and as a gargle for the throat three 
times daily. 


Literature descriptive of ListERINE upon application. 


LAMBERT PHARMACAL CO., 
ST. LOUIS, MO. 
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| CAN'T TAKE COD LIVER OIL! 


This expression is familiar to all physicians. 
Perhaps nine out of every ten patients requiring 
Cod Liver Oil tellthe same story. The thought 
of fishy, greasy, nauseating emulsions make 
them shudder. Still, Cod Liver Oil must be 


taken in some shape; there is no substitute for 
it. But there is ONE form thatis better than 
others; ONE that contains ALL the active con- 
stituents of Cod Live Oil----TAKEN FROM THE 
OIL----that form is 


Hacce’s Gorpial (od Liver Some. 


It is better than refined Cod Liver Oil—BETTER THAN 
EMULSIONS—because it finds favor in the most fastidious stomach. 
It assimilates readily, and is certain of immediate absorption. 
‘*CHILDREN LIKE IT.”’ All physicians endorse it after a fair 
trial. 


Each fluid ounce represents 33 per cent. pure Norwegian Cod Liver Oil 
with 6 grains hypophosphite of lime and 3 grains hypophosphite of soda. 


All druggists keep Hagee’s Cordial. 


Katharmon Chemical Co., 
ST. LOUIS, MO. 
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A NEW PRICE. 
Latest 1898 Improved Model $80. 


Subject to 6% off for Cash in Ten days. 


Guaranteed Accurate, 


ee 
ACKNOWLEDGED THE 
BEST INSTRUMENT 
FOR DOING REFRACTION. 


We have secured the en- 
tire output of the factory. 


ee 


Write for descriptive literature. 


For sale by Optical Jobbers. 


JULIUS KING OPTICAL CO. 


New York, 2 Maiden Lane. Chicago, 126 State St. 


A PRESCRIPTION 


For pill formule, you naturally 
expect that the Pill ingredients 
will have the same medicinal 
value as though they were ad- 
ministered in powder form. 

This will be insured beyondall 
question of doubt if you are par- 
ticular to specify Upjohn’s on 
such preseriptions. And then, 
too, it iS a satisfaction to know 
that your prescriptions will be 
filled promptly, as Upjohn’s Fri- 
able Pills and Granules are car- 
ried in stock by every first-class 
Pharmacist. 

Prices on special formule work 
a matter of correspondence. 


THE UPJOHN PILL AND GRANULE CO 


92 Fulton St. New York. i Kalamazoo, Mich. 
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ELECTRICITY 
IN 


THE DIAGNOSIS AND TREATMENT 
OF DISEASES OF THE 


NOSE, THROAT AND EAR 


BY 
W. SCHEPPEGRELL, A. M., M. D. 


Ex-Vice-President American Laryng., Rhin. and Otol. Soc.; Vice- 
President Western Ophthalmologic and Oto-Laryn es Ass’n.: 
Late Asst. Surgeon to the Eye, Ear, Nose and Throat Hospital, 
New Orleans; Vice-President New Orleans Electric Soc.; Co- 
Editor “Annals of Otol., Rhin. and Laryng.’’; Associate Ed- 
itor ‘‘The Laryngoscope’”’; Colaborator ‘Revue Interna- 
tionale de Rhin., Otol. et Laryng.’’; Fellow The American 
Academy of Medicine, Ete. 


NEW ORLEANS, LA. 


With 161 Illustrations, 8°, 412 Pages. 


OPINIONS OF THE MEDICAL PRESS. 


PHILADELPHIA MEDICAL NEws—''This is the most complete and full presentotion 
of the entire subject of Electro-Therapeutics in Rhinology, Laryngology and Otology 
by an author of acknowledged standing whose rich personal experience is here sup- 
plemented by a thorough review of the literature." 


NEW YoRK MEDICAL JOURNAL—The author has long been known as a conservative 
but industrous worker in this therapeutic fleld, and many of the devices figu 
in the work are of his own origination, We congratulate Dr. Scheppegrell 
on the result of his labors. His book is a credit to American medical literature.” 


MEMPHIS MEDICAL MONTHLY—''In the study of the application of electricity in 
diagnosis and treatment of diseases of the nose, throat and ear, Dr. Scheppegrell 
has been perhaps the foremost investigator in this country. In his large experience he 
has been enabled to personally try and value each method advocated in a discrimi 
nating balance.”’ 


JOURNAL OF ELECTRO-THERAPEUTICS— The work is, we believe, the first one de- 
voted entirely to the electro-therapeutics of throat diseases. So complete are the 
descriptions in all details that any general practitioner will have no difficulty ir 
comprehending the principals therein laid down-”’ 


THE LARYNGOSCOPE—''In the present era of oto-laryngologic progrees. Dr. Schep- 
pegrell’s comprehensive work on electricity in its application in diseases of the 
nose, throat and ear will be recognized as an important and valuable contribution 
to medical literature. The volume may be justly considered as a masterpiece of its 
class, and the author richly deserves the praise and thanks of the profession.” 


JOURNAR OF EYE, EAR AND THROAT DISEASES—'Dr. Scheppegrell has presented 
specialdom with a valuable book; unique, in that it is the only comprehensive and 
systematic work upon electricity as applied to the diagnosis and therapy of diseases 
of the ear and upper air passages; valuable, in that it contains instruction and in- 
formation that are indispensable to the well educated specialist. The book is well 
printed, neatly bound, and is a credit to the author and publisher." 


MEMPHIS LANCET—"'Possibly the best chapters, if there can be the best among so 
much that is excellent, are those that deal with vibratory massages and cupric cata- 
phoresis. The latter in laryngeal tuberculosis owes much, if not allits prominence, 
to the author of this book. The whole work is upto date and thorough—character- 
istic of its energetic author.” 


MEDICAL RECORD—"’The work is to be commended frora all points of view, for it 
is written in a fair and impartial spirit, and frankly acknowledges the failure of 
electricity in certain respects, while extolling its valuein others. Valuable features 
of the work are the elaborate bibliographical list, containing nearly 600 references, 
and the excellent index.” 


AMERICAN PRACTITIONER AND NeEws—''The profession of New Orleans is to be 
congratulated on furnishing so able and exhaustive a work. 


G. P. PUTNAM’S SONS, 27 & 29 West 23p St.. New York. 
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THE ALLISON .... 
PHYSICIANS’ TABLE. 


Modern and up-to-date. Most con- 
venient and practical Table ever 
invented for general practice. Adop- 
ted and recommended by the lead- 
ing Medical Colleges and Post- 
Graduate Schools of this country. 
Heartily endorsed by thousands of 
eminent physicians in all parts of 
the world, Can be instantly adjus- 
ted to any desired position without 
inconvenience to operator or patient. 
Has all the chair positions. Has re- 
volving cabinets underneath, with 
glass shelves for instruments, and 
oy trays for antiseptic solutions. 

as drawers for bandages; adjust- 


ecological work. It will pay you to 


THE ALLISON CHAIR. 


No chair has ever been of- 
fered the profession. that has 
given more general satisfac- 
tion. Its stability and easy 
manipulation have made it a 
favorite. 


Instrument end Medicine Cabinets. 
We make the most complete line of Cab- 


inets to 
ience de 


be found. They have every conven- 
sired and are eminently adapted to 


the purposes for which they are intended, 
and have come to be one P 
of the necessities of the 


hysicia 


n’s office. Cata- 


ogue and full information 


free. 


W. D. Allison Go., 


133-135 E. South St. 
Indianapolis, Ind. 
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COR. VAN BUREN AN 
DEARBORN STS. | 


ING ESTABLISHMENT IN AFMERICA. 


Reproductions in Black and White as 


well as in Colors. 
FOR THE LETTER PRESS. 

SPECIAL COLOR DEPARTMENT FOR REPRO- 
DUCTION OF MEDICAL SUBJECTS FOR 
REPORTS AND JOURNALS. 

General offices, Fisher Bld’g 
Plant and Works 195-207 S. Canal st.} CHICAGO. 
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APPENDIX. 


RHINOLITH OR NASAL CALCLUS—REPORT OF A 
/ CASE AND EXHIBITION OF PATHO- 
LOGICAL SPECIMEN.* 


WILLIAM H. POOLE, M. D., 


DETROIT. 


MEMBER OF THE AMERICAN MEDICAL ASSOCIATION, WAYNE COUNTY 
MEDICAL SOCIETY, ETC. 


Mr. PRESIDENT AND MEMBERS OF THE WAYNE County MEDICAL 
Society: The pathological specimen I have the pleasure of exhib- 
iting to you this evening is one of unusual interest, even to those of 
us who limit our practice to diseases of the eye, ear, nose, and throat 
from the infrequency with which we meet these cases, an 
also from the circumstances which led up to its discovery, owing to 
o nt Sot it was situated somewhat differently from most cases of 
this kind. 

Miss L. K., ean ig Fig from whose nose this was taken, 
consulted me January 1, 1898, regeeding her nasal catarrh, with 
which she stated she had been iected ever since her childhood. 
Ten years ago she had been treated for about a year by one of the 
leading rhinologists of this city, receiving considerable benefit, but 
for the last two or three years she had a rather profuse nasal dis- 
charge, thickened, and increasingly offensive in character, with 
obstruction to nasal respiration, loss of smell, nasal voice, and the 
other usual symptoms which we find in an ageravated case of 
chronic rhinitis. Lately she had suffered from headache, which was 
increasing in yy and was also troubled with weeping of the 
left eye. She had been using an atomizer for some years without 
getting any other relief than the keeping of the nose approximately 
clean. 

On making anterior and posterior rhinoscopie examination I found 
considerable hypertrophy of the turbinates of the left side, especially 

‘of the inferior turbinal. 

I suggested an operation for the removal of the hypertrophied 
tissue of the lower turbinal, which was impinging on the 
floor of the nose. This was agreed upon, and on Saturday, Jan- 
uary 15th, I oparated at 3 p. m. in the usual way, cocainizing the 
parts thoroughly and making a practically painless operation. , 

ng ga was not very profuse and was readily controlled at 
this time. The patient returned home, and soon after suffered 
from an attack of nervous sick headache, to which she was subject 
upon occasions of nervous strain. 

As usual, the headache ended with an attack of retehing, after 
which straining the hemorrhage started in afresh and rather pro- 
fusely. I tried again to control it with stypties ~ pig the 
nares with absorbent cotton, but did not succeed in thoroughly 


arresting the flow of blood, and, as the petient A getting ve 
r. |Suttie 


weak, with the kind assistance of _I tampone 
through the anweeee nares with a sponge tent, which instantly 
stopped the hemorrhage. I then ordered her to be liberally sup- 
plied with beef extract, for the double purpose of nourishment and 
to increase the arterial tension. 


*Read before the Wayne County Medical Society, February, 17, 1898. 
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Sunday, the next day, she was doing nicely, but was very weak; 
there was no reenrrence of the hemorrhage, but I did not think it 
advisable to remove the tampon as she was too weak to bear it. 

Monday, January 17th, the patient was a little stronger, but owing 
to debility I could only remove a part of the tampon from the ante- 
rior nares. 

The next two days I removed still more of the sponge anteriorly, 
in all about two thirds of it being removed up to this time, the 
patient still being too weak to bear much manipulation. 

On Thursday morning, January 20th, I attempted to remove the 
remainder posteriorily, but found it so firmly fixed that it could not 
be dislodged except with extreme force under anesthesia. I called 
in Dr. Chittick and anesthetized the patient, when, with consider- 
able difficulty, we removed the remainder of the sponge. 

After the patient recovered from the anesthetic I cleansed the 
nasal cavity thoroughly with hydrozone, one part to twelve parts of 
lukewarm water, and she returned home rejoicing, the turbinal 
wound being in good condition, healing nicely. 

Next morning she came to my office for treatment and stated she 
had enjoyed perfect freedom in breathing through that nostril until 
about four o’clock in the morning, when changing her position in 
bed, that side became suddenly obstructed. After cleansing the 
nostril, which was seemingly full of an offensive discharge, | dis- 
covered this body, which was attached to the posterior end on the 
— side of the inferior meatus, lying, as it were, in a groove or 
pocket. 

The anterior or loose end of it was sharp like aspiculum of bone, 
and black in color; it was freely aavbie about its long axis, so 
that you could pass a cotton holder around it and lift it from its bed. 
After cocainizing, I grasped it with a dressing forceps and. givingit 
a twist, removed it. I then thoroughly cleansed ond distafosted the 
cavity with the hydrozone solution, which removed the odor and 
rendered the cavity wholesome. 

The next day the two smaller pieces were removed while cleans- 
ing and treating the nose. They were loose and seemed as though 
my had just sealed off from the bed where the larger piece had 
ain. 

The spraying of the nasal cavity with hydrozone, followed by the 
use of pyscaene, constituted the treatment for the next four days, 
by which time the offensive odor had entirely disappeared, and the 
parts had assumed a healthy condition. 

This coneretion formed on the outer side of the inferiormeatus, and 
as it grew larger it obstructed the flow of tears through the naso- 
lacrymal canal, as evidenced by the overflow of tears from the left 
eye, which condition ceased immediately after removal of the 
rhinolith. 

The secondary hemorrhage was evidently due to a relaxation of 
the pressure on the vessels of the turbinate, owing to the calculus 
being disturbed in its position when the patient was retching. 

As to the exciting cause of the formation in the case of this young 
lady, 1 could get only a negative history, there being no recollection 
of any foreign object having been put up the nose in her childhood. 
Being desirous of ascertaining, if possible, what served as a nu- 
cleus, and at the same time of finding out the composition of the 
formation, I cut it in two. 

Microscopical examination reveals that it is composed of 
amorphos phosphates, undoubtedly the phosphates of calcium and 
sodium, which came from the tears. 

There has been a marked improvement in the young lady’s condi- 
tion since the removal of the rhinolith; overflowing of the tears in 
the left eye has ceased, nasal respiration has become perfett, her 
voice has lost the nasal twang, and her general health has improved 
rapidly, as indicated by the fact that she has gained four pounds 
in weight since the operation (four weeks ago), and is still improv- 
ing.—New York Medical Journal. 

270 Woodward Avenue. 
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XEROFORM 
(TRIBROMPHENOL-BISMUTH.) 


A yellowish-green, neutral, insoluble, non-tonic, non-irritating, 
and non-caustic, impalpable powder, containing 50 per cent. of bis- 
muth oxide in chemical combination with 50 per cent. of tribrom- 
phenol, almost devoid of odor and taste, and non-irritant to the 
mucose and organs of digestion. It is the ideal substitute for 
iodoform, being an antiseptic, antibacterial. desiccating, and deodo- 
rizing agent, free from germs, and capable of being sterilized by 
simple heating to 120° C. (248° F.). Xeroformis sedative, analgesic 
and hemostatic, and promotes cicatrization more actively than any 
other agent. It is ay secretion-lessening, and diminishes 
suppuration with remarkable rapidity. It does not irritate the 
wound or the neighboring tissues, nor does it cause eczema. It 
causes fresh wounds to heal by first intention; and old ulcerations 
close up quickly under its use. 

Taken internally it is split up in the intestinal canal into tribrom- 
phenol and bismuth oxide, and forms insoluble combinations with 
the ptomaines and toxines that may be present there. From the 
clinical results obtained it is demonstrated to be one of the best 
intestinal anticepticsin diarrhcea, dysentary, asiatic cholera, typhoid 
fever. intestinal tuberculosis, diabetes and uremia. 

Lewis S. Somers, M. D., of Philadelphia (N. Y. Med. Jour., Dec. 
24, 1898), says: ‘‘The method of treating supporation of the tym- 
pose eavity with solutions and the syringe is most harmful; the two 
atter methods offer a basis for the successful use of drugs in the 
majority of cases When powders are used much depends upon 
their mode of application and the size of the perforation in the 
membrana tympani. When the perforation is small, and especially 
when it is situated high up, powders should not be used; but when 
the membrana tympani is absent, or when the perforation is large 
and the discharge is moderate in amount, the judicious use of an 
antiseptic such as the one under consideration will be productive 
of much good. Drainage is indicated in practically the same condi- 
tions, and also when the perforation is smaller and the discharge 
offensive and profuse. 

The method of treating these cases is as follows: The external 
canal and middle ear are thoroughly clensed with peroxide of hydro- 

n_ applied on a cotton-tippe all granulation tissue 

sy pita d been removed; then the powder is lightly dusted 
over the secreting surfaces and a gauze drain inserted, reachin 
from the tympanic margin to the concha. Over the external cana 
and Sting into the concha, a pad of sterile absorbent cotton is 
maces and allowed to remain for one or two days, as the amount of 

a may indicate. All the cases in which Tribromphenol- 
Bismuth was used were improved or apparently cured under the 
ay outlined, after other methods and remedies had been 
ried. 

We will supply physicians who are unable to obtain Xeroform 
from their druggists, at 60 cents per ounce vial, including pack-. 
ing. postage and insurance. , 

_ Wealso furnish Xeroform Gauze, 10 per cent., in sterile glass 
jars, hermetically sealed, containing 1 yard, at 50 cents per jar, 
express charges extra. 
SCHERING & GLATZ, 
No. 58 Maiden Lane, New York, N. Y- 
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AN EMULSION. 


Dunglison’s Medical victionary defines Emulsions as follows:— 


*‘Pharmaceutical of a milky-white opaque appearance, 
composed of oil divi 


: ~ ,s ed and held in suspension in water by means 
of mucilage. 


Worcester says—*‘A medicinal preparation of milky appearance 
composed of a fixed oil divided and held suspended in water by 
means of mucilage,”’ 

There seems to be a very general agreement that mucilage is the 
essential part of oil emulsions. When the physician prescribes an 
emulsion of fat, he attempts to present fat to the absorbing vessels 
of the bowels ready for immediate absorption. Gum Arabie and 
Gum Tragacanth (the one generally used, and which is insoluble in 
water), are not foods. But when emulsions are Jrgserihed, you are 
compelled to give not less than fifty per cent. of these substances, 
which are known to be inert, and which increases the difficulty of 
absorption. In an emulsion each oil globule receives an envelope 
or coating of gum, consequently the digestive fluids are not only com- 
pelled to break up the globules anew, but are first compelled, in 
order to reach the oil, to dissolve the envelope of gum. 

Hagee’s Cordial Cod-Liver Oil Comp. is not an emulsion, but an 
aay aromatized cordial containing all the active principles of 
Cod-liver Oil taken from Cod-liver Oil, without the grease. 


WHEN PAIN IS DOMINANT. 


‘‘A number of years ago, in conversation with my old friend, 
Professor Stucky, of Louisville, he told me that he used far less 
morphine now than formerly and that he was able to combat the 
factor of pain as_successfully in the majority of cases without it as 
he did with it. He urged me to give antikamnia to my patients who 
had neuralgia, la grippe, rheumntism, locomotor ataxia and dys- 
menorrhea, instead of using morphine. I acted on his suggestion 
‘and have been able to relieve this class of patients as effectively and 
without producing the evils that result from the exhibition of opium 
or its Antikamnia possesses anodyne, antipyretic and 
analgesic virtues and has been Socorey tried by able therapeu- 
tists. Prof. Shoemaker, of Philadelphia, has found it very valuable 
in rheumatism, migraine or neuralgic headache and many other 
nervous affections.”’ 


xviii APPENDIX. 


“That Gentlier on the Spirit Lies, 
Than Tir’d Eyelids on Tir’d Eyes” 


SAMPLES ON APPLICATION TO THE ANTIKAMNIA CHEMICAL CO., ST. LOUIS, U. S. A, 
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; 


ho... 


MANUFACTURING OPTICIANS, 


146 STATE ST., CHICAGO. 


QGULISTS PRESCRIPTIONS A SPECIALTY. 


TRIAL CASES AND OPHTHALMOSCOPES AT LOWEST PRICES. 
WE GUARANTEE OUR WORK THE BEST PROCURABLE. 


SEND FOR CATALOGUE. 


CHAMBERS, INSKEEP &CO., 


146 STATE ST., CHICAGO. 


otargol in ocular 


“A specific in Gonorrhoeal Ophthalmia.”’ (Dr. Darier, Paris.) 


m the treatment of affections of the eyes, especially the various forms of conjunctivitis, 
AT al, purulent; blenorrhagic, trachoma, dacrocystitis, and as au antiseptic in operations, 
Ka o| has proved unirritating, safe ‘and efficient. It is a proteid silver compound, readily 
me, of neutral reaction, undecomposed by secretions, and strongly hactericidal. 


EUROPHEN. | ARISTOL. 


Biodoform substitute of especial value in An antiseptic, cicatrizant, and alterative 
mephilitic affections of the eyes, ear and nose. in all diseases of the eyes, ear and nose. 


fo quiet restlessrfess and secure sleep after operations upon the eyes Trional has been 
dan ideal remedy, producing normal refreshing sleep, without unpleasant sequela. 


: . Send for samples and literature to 
FARBENFABRIKEN OF ELBERFELD CO., 40 Stone Street, New York. 


Selling Agents for the Bayer Pharmaceutical Products : 


i Europhen, Ferro-Somatose, Hemicranin, lodothyrine, Lacto-Somatose, Losophan, Lycetol, Phenacetin, Pipera- 
 zine-Bayer, Protargol, Salicylic Acid, Salophen, Soma‘ese, Sulfonal, Tannigen, Tannopine, Trional. 
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HYDROZONE 


IS THE MOST POWERFUL ANTISEPTIC AND PUS DESTROYER. 
HARMLESS STIMULANT TO HEALTHY GRANULATIONS. 


(C. P. Glycerine combined with Ozone) q 

IS THE MOST POWERFUL HEALING 7 
AGENT KNOWN, 3 

These Remedies cure all Diseases caused by Germs. ‘ 
Successfully used in the treatment of Chronic and Acute Uleers 
(Specific or not), 

Skin Diseases, Eczema, Psoriasis, Salt Rheum, “im 
Itch, Barber’s Itch, Poisoning Ivy, Acne, Etc. 7@ 
Hydrozone, applied to ary open diseased surface, destroys the -pus q 


leaving the tissues beneath in a healthy condition. Then Glyeozone, being | 
applied to the clean surf.ice, stimulates healthy granulations and heals the sore. § 


inflammatory and Purulent Diseases ofthe Ear. Otitis Media, Ete. — 
Saf means of a glass syringe, inject Hydrozone, either full strength or 
diluted, and complete the dressing with a small roll of cotton well impregnated J 


with Glycozone. 


containing reprints of 120 scientific articles by leading 
contributors to medical literature. a 
Physicians remitting 50 cents will receive one complimentary sample ~ 
of each “ Hydrozone ” and Glycozone”’ by express, charges prepaid. ) 


Hydrozone is put up only in extra small, 
small, medium, and large due Beg ing a \ PREPARED ONLY BY 


red label, white letters, gold and blue r 2 

with my signature. 4 i 
Giycozone is put up only in 4-0z., 8-07. 

and 16-02. bottles, bearing a yellow label, white 

und Black letters, red and bine border with my 


signature, ie Centrale 
Marchand’s Eve Balsani cures all in. and Graduate of the Boole 
ry and contagions diseases of the ens des Arts et Manufactures de Paris” ( _ 


Charles Marchand, 28 Prince St., New York. 3 
Sold by leading Druggists. Avoid imitations, te" Mention this Publication, © 


, 
at? 
A 
ug 
; ¢ Send for free 240-page book “Treatment of Diseases caused by Germs,” > 3m 
q 


